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It is generally agreed that after surgery, or at other times of 
physiologic stress, vitamin reserves may be depleted. MyADEC 
helps to correct such deficiencies. Just one capsule daily 
supplies therapeutic potencies of 9 vitamins, plus various 
minerals normally found in body tissues. MYADEC is also valuable 
for the prevention of vitamin deficiencies in those patients 
whose customary diets are lacking in important food factors. 
Each MYADECc capsule contains: 

Vitamins: Vitamin B,, crystalline—5 mcg.; Vitamin B, (G) 
(riboflavin)—10 mg.; Vitamin B, (pyridoxine hydrochloride) — 
2 mg.; Vitamin B, mononitrate—10 mg.; Nicotinamide 
(niacinamide)— 100 mg.; Vitamin C (ascorbic acid)— 150 mg.; 
Vitamin A—(7.5 mg.) 25,000 units; Vitamin D—(25 mcg.) 
1,000 units; Vitamin E (d-alpha-tocopheryl acetate concentrate) 
—5 1.U. Minerals (as inorganic salts): lodine—0.15 mg.; 
Manganese— 1 mg.; Cobalt—0.1 mg.; Potassium—5 mg.; 
Molybdenum —0.2 mg.; Iron—15 mg.; Copper—1 mg.; Zinc 
—1.5 mg.; Magnesium—6 mg.; Calcium—105 mg.; Phosphorus 
—80 mg. Bottles of 30, 100, and 250. sszet 
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RHEUMATOID | ARTHRITIS 


Dear Doctor: 


The “ideal” drug for rheumatoid arthritis would be “...one that 
is effective in the majority of those afflicted, and of such 

low toxicity that it can be given, in an effective dosage, for as 
many years as may be necessary to control the 

disease process in any given patient.’” 


The two drugs that currently come closest to the definition of 
“ideal” are aspirin and Plaquenil”. The outstanding safety 

of aspirin and its effectiveness in the treatment of persons with 
rheumatoid arthritis have been firmly established for 

decades. Recent clinical studies, extending over periods of 
from one to five years, have demonstrated that Plaquenil 


inhibits rheumatoid disease in the majority of patients’ and 
that it is “...the least toxic of its class...’” 


PLANOLAR* is a combination of Plaquenil and aspirin; each 
tablet contains 60 mg. of Plaquenil sulfate and 300 mg. (5 grains) 
of aspirin. An average initial dosage of 2 PLANOLAR tablets 
two or three times daily produces prompt relief of pain and 
discomfort in the majority of patients while initiating effective 
long-term therapy of the rheumatoid arthritic process. 


Our PLANOLAR brochure contains a complete report 
of clinical experience and side effects as well as more 
detailed information on dosage. May we send you a copy? 


Sincerely yours, 
WINTHROP LABORATORIES 


1. Bagnoll, A. W.: Antimalori ds in rh id disease, 
Conod. M.A.J. 82:1167, june 4; 1960. 


2. Cornbleet, Theodore: Discoid lupus erythematosus treated with 
Plaquenil, A.M.A. Arch. Dermot. 73:572, June, 1956. 


*Planolar, trademark 


Plaquenil (brand of hydroxychloroquine), 
trademark reg. U.S. Pot. Off, 
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C. V. Cimmino, M.D. (1) Fredericksburg 


Juli R. Beckwith, M.D. (1) Charlott Walter r. Adams, M.D. (2) Norfolk Richard E. Palmer, M.D. (1) Alexandria 
M.D. arlottes- é 

“ville = Ray A. Moore, Jr., M.D. (2) Farmville Walter J. Rein, M.D. (3) Richmond 

Charles E. Davis, Jr., M.D. (1) Norfolk Snowden C. Hall, Jr., M.D. (2) Danville Maliory S. Andrews, M.D. (3) Norfolk 


Cecil G. Finney, M.D. (1) Culpeper 


Program 
mon 
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(2) Richmond Roanoke Richmond a 
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NEW UNEXCELLED TASTE 


SYRUP OF CHLORAL HYDRATE 


NEW RALDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER 
JONES and VAUGHAN, INC. richmonp 26, va. 
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Advisory to Woman’s Auxiliary, 
W. A. Porter, M.D., Chairman, Hillsville 
Edward E. Haddock, M.D., Richmond 
Hugh H. Trout, Jr., Roanoke 


Walter Reed Commission 
Raymond S. Brown, M.D., Chairman, 
Gloucester 
Thomas E. Smith, M.D., Hayes 
Sterling Ransone, M.D., Mathews 


To Confer with State Board of 
Nurse Examiners 


John R. Mapp, M.D., Chairman, 
Nassawadox 

James M. Moss, M.D., Alexandria 

R. Earle Glendy, M.D., Roanoke 

John P. Lynch, M.D., Richmond 

Julian R. Beckwith, M.D., Charlottesville 


Maternal Health 


E. S. Groseclose, M.D., Chairman, 
Lynchburg 
A. Tyree Finch, M.D., Farmville 
Joseph C. Parker, M.D., Richmond 
L. L. Shamburger, M.D., Richmond 
George S. Hurt, M.D., Roanoke 
Mason C. Andrews, M.D., Norfolk 
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Lewis Ingram, M.D., Norton 

Thomas B. Hunter, M.D., Charlottesville 

William F. Maloney, M.D., Richmond 

H. B. Mulholland, M.D., Charlottesville 

W. Linwood Ball, M.D., Richmond 

Vincent W. Archer, M.D., Charlottesville 

Allen Barker, M.D., Roanoke 


Harry J. Warthen, M.D., Chairman, 
Richmond 

Virgil May, M.D.; Richmond 

Fletcher J. Wright, Jr., M.D., Petersburg 


National Emergency Medical Service 


W. Ross Southward, Jr., M.D., Chairman, 
Richmond 

Charles R. Riley, M.D., Richmond 

E. Cato Drash, M.D., Charlottesville 

Charles D. Smith, M.D., Roanoke 

Frank A. Kearney, M.D., Hampton 

Meyer I. Krischer, M.D., Norfolk 

Coleman Booker, M.D., Hopewell 


Liaison to State Bar Association 


Edward E. Haddock, M.D., Chairman, 
Richmond 

William Dolan, M.D., Arlington 

G. T. Mann, M.D., Richmond 

T. Addison Morgan, M.D., Franklin 

John O. Boyd, Jr., M.D., Roanoke 

Russell Buxton, M.D., Newport News 


Medicare Advisory 


W. Linwood Ball, M.D., Chairman, 
Richmond 

David W. Scott, Jr., M.D., Fredericksburg 

Hunter B. Frischkorn, M.D., Richmond 

Richard Michaux, M.D., Richmond 

William E. Byrd, M.D., Norfolk 


Principles and Policies 


Harry C. Bates, Jr., M.D., Chairman, 
Arlington 

Benjamin W. Rawles, Jr., M.D., Vice- 
Chairman, Richmond 

John T. T. Hundley, M.D., Lynchburg 

Samuel Adams, M.D., Martinsville 

Allen Barker, M.D., Roanoke 

Thomas S. Edwards, M.D., Charlottesville 

Malcolm H. Harris, M.D., West Point 

James P. King, M.D., Radford 

Walter P. Adams, M.D., Norfolk 
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Special Committees 


Advisory Committee to the Department of Pub- 
lic Welfare 


John T. T. Hundley, M.D., Chairman, 
Lynchburg 

Robley Bates, M.D., Richmond 

H. W. Felton, M.D., Deltaville 

Charles H. Lupton, M.D., Norfolk 

Horace E. Kerr, M.D., Colonial Beach 

G. B. Setzler, M.D., Pennington Gap 


Executive Committee of Council 


Fletcher J. Wright, Jr., M.D., Chairman, 
Petersburg 

Richard E. Palmer, M.D., Alexandria 

Paul Hogg, M.D., Newport News 


Insurance 


Andrew F. Giesen, M.D., Chairman, 
Radford 

W. D. Lewis, M.D., Martinsville 

A. L. Herring, Jr., M.D., Richmond 

J. R. B. Hutchinson, M.D., Arlington 

Robert S. Hutcheson, Jr., M.D., Roanoke 

C. M. McCoy, M.D., Norfolk 


Mental Health 


John R. Saunders, M.D., Chairman, 
Richmond 

Thomas S. Edwards, M.D., Charlottesville 

Robert C. Longan, Jr., M.D., Richmond 

Joseph R. Blalock, M.D., Marion 

Walter J. Brennan, M.D., Alexandria 

Milton S. Goldman, M.D., Norfolk 

G. Edmund Stone, M.D., Staunton 


Conservation of Sight 


DuPont Guerry, III, M.D., Chairman, 
Richmond 

Charles A. Young, Jr., M.D., Roanoke 

William P. McGuire, M.D., Winchester 

Marion K. Humphries, M.D., Charlottesville 

Eugene W. Heatwole, M.D., Newport News 

Beverley R. Kennon, III, M.D., Norfolk 


Conservation of Hearing 


Calvin T. Burton, M.D., Chairman, 
Roanoke 

Neil Callahan, M.D., Portsmouth 

Fletcher D. Woodward, M.D., Charlottesville 

John B. Gorman, M.D., Lynchburg 

John G. Sellers, M.D., Norfolk 

W. Copley McLean, M.D., Charlottesville 

Peter Pastore, M.D., Richmond 


Rehabilitation 


Roy M. Hoover, M.D., Chairman, Roanoke 
W. Kyle Smith, M.D., Richmond 

Charles L. Savage, M.D., Waynesboro 
Joseph R. Blalock, M.D., Marion 

George A. Duncan, M.D., Norfolk 

A. Ray Dawson, M.D., Richmond 

Fletcher J. Wright, Jr., M.D., Petersburg 
J. Treacy O’Hanlan, M.D., Waynesboro 
Leroy Smith, M.D., Richmond 

G. S. Fitz-Hugh, M.D., Charlottesville 
Frank B. Stafford, M.D., Charlottesville 
Reno Porter, M.D., Richmond 

A. L. McCausland, M.D., Roanoke 

James L. Thomson, M.D., Norfolk 


Radiation Hazards 


George Cooper, Jr., M.D., Chairman, 
Charlottesville 

Mack I. Shanholtz, M.D., Richmond 

Hunter B. Frischkorn, M.D., Richmond 

Charles D. Smith, M.D., Roanoke 


Medical Education 


Allen Barker, M.D., Chairman, Roanoke 
Malcolm H. Harris, M.D., West Point 
William F. Maloney, M.D., Richmond 
Thomas H. Hunter, M.D., Charlottesville 
Shelton Horsley, III, M.D., Richmond 
John C. Watson, M.D., Alexandria 
Russell M. Cox, M.D., Portsmouth 


Aging and Chronically Ill 


John P. Lynch, M.D., Chairman, Richmond 
Harry C. Bates, Jr., M.D., Arlington 

H. B. Mulholland, M.D., Charlottesville 
Elam C. Toone, Jr., M.D., Richmond 

Mack I. Shanholtz, M.D., Richmond 
Malcolm H. Harris, M.D., West Point 
Louis P. Bailey, M.D., Nathalie 


Alcoholism 


William S. Sloan, M.D., Chairman, 
Petersburg 

James Asa Shields, M.D., Richmond 

Ebbe C. Hoff, M.D., Richmond 

William F. Gibbs, M.D., Norfolk 

John J. Jofko, M.D., Roanoke 


Child Health 


Warren C. Gregory, M.D., Chairman, 
Winchester 
William C. Smith, M.D., Waynesboro 
Lee N. Kastner, M.D., Portsmouth 
William P. Spencer, M.D., Richmond 
Edwin B. Vaden, M.D., Lynchburg 
Robert H. Anderson, M.D., Alexandria 
William F. Murphy, Jr., M.D., Norfolk 
W. N. Thompson, M.D., Stuart 
Boyd H. Payne, M.D., Staunton 
Homer Bartley, M.D., Roanoke 
Robert D. Shreve, M.D., Altavista 


Advisory to Work with Medical & Allied 
Organizations 


Robert Marston, M.D., Chairman, Bon Air 
Fleming Gill, M.D., Richmond 
McLemore Birdsong, M.D., Charlottesville 


Cancer 


John R. Kight, M.D., Chairman, Norfolk 
George Cooper, Jr., M.D., Charlottesville 
William D. Dolan, M.D., Arlington 

W. Ross Southward, Jr., M.D., Richmond 
J. Robert Massie, Jr., M.D., Richmond 
Walter C. Fitzgerald, M.D., Danville 
Charles L. Crockett, Jr., M.D., Roanoke 
Carey A. Stone, Jr., M.D., Radford 
Claiborne W. Fitchett, M.D., Norfolk 
Richard N. deNiord, M.D., Lynchburg 


National Legislative 


Vincent W. Archer, M.D., Chairman, 
Charlottesville 

Paul Hogg, M.D., Newport News 

K. K. Wallace, M.D., Norfolk 

Thomas W. Murrell, Jr., M.D., Richmond 

Fletcher J. Wright, Jr., M.D., Petersburg 

William N. Thompson, M.D., Stuart 

Alexander McCausland, M.D., Roanoke 

Dennis P. McCarty, M.D., Front Royal 

James G. Willis, M.D., Fredericksburg 

W. Fredric Delp, M.D., Pulaski 

Richard E. Palmer, M.D., Alexandria 


Liaison to State Department of Health 


William Grossmann, M.D., Chairman, 
Petersburg 

Edwin L. Kendig, Jr., M.D., Richmond 

James G. Snead, M.D., Roanoke 


Appointees to Board of Directors of Virginia 
Medical Service Association* 


W. Callier Salley, M.D., Chairman, Norfolk 
Frank N. Buck, Jr., M.D., Lynchburg 
Claude A. Nunnally, M.D., Fredericksburg 
R. Campbell Manson, M.D., Richmond 
Benjamin W. Rawles, Jr., M.D., Richmond 
John R. Saunders, M.D., Richmond 
D. Edward Watkins, M.D., Waynesboro 
Fletcher J. Wright, Jr., M.D., Petersburg 
Julian H. Yeatman, M.D., Fork Union 
Walter P. Adams, M.D., Norfolk 
Russell V. Buxton, M.D., Newport News 
Mathew L. Lacey, II, M.D., South Hill 
* Also serve as Special Committee of The 
Medical Society of Virginia. 


Traffic Safety 


F. H. McGovern, M.D., Chairman, Danville 
DuPont Guerry, III, M.D., Richmond 

John Meredith, M.D., Richmond 

Louis P. Ripley, M.D., Roanoke 

Robert P. Irons, M.D., Lexington 

R. D. Butterworth, M.D., Richmond 
William Pifer, M.D., Winchester 


Tuberculosis 


E. C. Drash, M.D., Chairman, 
Charlottesville 

John A. Sims, M.D., Alexandria 
Edward S. Ray, M.D., Richmond 
R. T. Peirce, M.D., Newport News 
C. L. Savage, M.D., Waynesboro 
E. C. Harper, M.D., Richmond 

G. B. Tayloe, M.D., Norfolk 
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Nagan—Medical Almanac, 1961-62 


Hundreds of facts and figures on the entire 
framework and operation of the medical world 


Just Ready! Now under one cover you'll find a tremendous 
range of up-to-date data never before gathered into a single 
source. You can quickly check on such diverse information as: 
Nobel prize winners in medicine—frequency rate of various 
injuries in industry—admission requirements of medical 
schools—number of M.D.s in major countries. Hundreds of 
lists, charts, graphs and directories set forth information in 
quickly assimilable form. Where recentness of data is vital, 
you'll find statistics carried right up to 1960. Where a long 
record of experience is valuable, you'll find accurate figures in 
some cases going back to the late Seventeen Hundreds. Forth- 
coming meetings, tax deadlines, etc. are listed into the future. 
Anyone in medicine who writes, who lectures, who must doc- 
ument articles, or who holds some organizational duties can 
use this almanac daily. 


Compiled by PETER S. NAGAN, A.B., M.A., M.S., 528 pages, 514”%x7%4"”. 
Paper Bound. About $5.50. New — Just Ready! 


Pillsbury, Shelley & Kligman— 
Manual of Cutaneous Medicine 


Over 500 pages of exhaustive facts 
and figures on a myriad of topics: 


What medical records to keep and for 
how long—leading medical publications 
—summary of medical systems in major 
countries—average prevalence of peptic 
ulcer by sex and age—12 diagnoses with 
highest annual rate per 1000 patients— 
prevalence of chronic conditions among 
persons 45 years and older by age, sex 
—number of physicians specializing in 
industrial medicine—deaths and death 
rate from accidents by type—birth rate 
by color and by age of mother, 1800- 
1959. 


Advertising medical products on TV— 
great epidemics of the past—leading for- 
eign medical journals—schedule of 1961 
conventions — officials and executive staff 
of the AMA ~—average income of doctors 
in U.S.—tuberculosis and death rate— 
narcotics regulations—license renewal by 
state—federal legislation affecting doctors. 


Rushmer— 


A New Book! 


Just Ready! This concise, practical manual 
contains a wealth of immediately applicable in- 
formation on managing the entire range of cu- 
taneous disease. It clearly illuminates the anat- 
omy, physiology, pathology and pathophysiology 
of the skin. You'll find diagnosis, prevention and 
treatment of those skin diseases you meet most 
frequently in daily practice—from acne to tu- 
mors of the skin. The authors emphasize changes 
in the skin which may be reptesentative of 
systemic disease. They assess the advantages of 
various treatment methods, and clearly point out 
potential hazards. 


By DONALD M. PILLsBuRY, M.A., D.Sc. (Hon.), M.D., 
F.A.C.P., Professor and Director of Department of Dermatol- 
ogy; WALTER B. SHELLEY, M.D., Ph.D., F.A.C.P., Professor 
of Dermatology; and ALBERT M. KLIGMAN, M.D., Ph. 

Professor of Dermatology. All of the University of Pennsylvania 
School of Medicine. About 440 pages, 6”x9144”, with 234 
illustrations. About $10.00. New —Just Ready! 


Order 


Cardiovascular Dynamics 
New (2nd ) Edition! 


This valuable book provides you with the infor- 
mation you need to make keener diagnoses and 
evaluations of heart disorders. Dr. Rushmer pre- 
sents a clear picture of the structure, function 
and control of the various components of the 
cardiovascular system as they exist under normal 
conditions — followed by the changes which occur 
in presence of disease. You'll find recent advances, 
particularly in the areas of instrumentation and 
analysis of cardiac dynamics, clearly shown. 
Among the topics covered are: Cardiac Output; 
Measurements of Pressure; Cardiovascular 
Sounds; Heart Size and Configuration. 


By ROBERT F. RUSHMER, M.D., Professor of Physiology and 
Biophysics, University of Washington Medical School. 503 
pages, 612”x10”, with 264 illustrations. $12.50 

Just Published —New (2nd) Edition! 


B. SAUNDERS COMPANY 


West Washington Square, Philadelphia 5 


Please send me the following books and charge my account: 
() Nagan’s Medical Almanac, 1961-62, about $5.50 


[] Pillsbury et al., Manual of Cutaneous Medicine, about $10.00 
() Rushmer’s Cardiovascular Dynamics, $12.50 
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still need 
special 
skills 

to run 


your own 


There was a time when you almost did need 9 wd 9 
an electrical engineer’s talents to run a clear, Car 10 Tams 

clinically accurate ’cardiogram .. . when ° 
ECG’s were like the one pictured — a 
Sanborn $1500 ‘‘table model’ of the mid- 
1920’s. But Sanborn ECG’s today use every 
proven advantage of modern electronic in- 
strument design to give you and your tech- 
nician equipment which is extremely compact, 
portable and easy to use — with such con- 
veniences as automatic grounding . . . ampli- 
fier stabilization as leads are switched by a 
single control . . . choice of sensitivities and 
chart speeds . . . quick, easy paper loading... 
and a choice of three models to suit the needs of 
your practice: the 18-pound portable Visette, 
the 2-speed, highly versatile 100 Viso, and its 
mobile counterpart, the 100M Mobile Viso. 


Model 100 
Viso-Cardiette® 


300 
Visette ® 


Your nearby Sanborn man has shown a grow- 
ing number of your colleagues how easy it is to 
use a Sanborn ECG in their offices and on call, 
and add this valuable diagnostic facility to 
their practices. He’ll be glad to do the same 
for you. Call him today for full details. 


SAN BORN 
PANY 


MEDICAL DIVISION 
17S Wyman St., Waltham 54, Massachusetts 


Beruespa Branch Office 8118 Woodmont Ave. 
Oliver 6-5170 and 6-5171 
RicuMonp Resident Representative 301 E. Franklin St., Milton 9-1108 
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EXTERNAL- 


CAT. NO. 350N LOS ANGELES 


For all Technics of Resuscitation including Closed Chest Cardiac Massage 


A two-in-one instrument for both technics of defibrillation and cardiac massage. 
The new Birtcher External-Internal Defibrillator provides automatic or manually re) N LY 
timed and strength-controlled electrical shocks in two ranges: For internal de- 

fibrillation with the electrodes applied directly to the myocardium; for external $4835 
defibrillation with the shock passing through the closed chest. The Johns Hopkins 

group advocates and has widely taught the technic of closed chest cardiac massage, 
a technic which makes it mandatory to have an external defibrillator readily at 
hand. Beck, Hosler and others who have advocated open chest cardiac massage 
indicate the urgency of having an internal defibrillator at hand. The new Birtcher 
External-Internal Defibrillator has precise power and range for both technics. 


Complete with 
2 External 
and 2 Internal 
Electrodes 


Many other Exclusive Features 
CAN BE FOOTSWITCH AS WELL AS MANUALLY OPERATED 


U. L. Approved Explosion-proof Footswitch 


NO FUSES TO BLOW— HEAVY DUTY CIRCUIT BREAKER BUILT-IN 
INSULATED ELECTRODES FOR MAXIMUM OPERATOR SAFETY 


For descriptives and a copy of the newly published 
“Guidebook on Cardiac Resuscitation” 
write to Mr. Arnold Newman, Cardiac Division 


THE BIRTCHER CORPORATION Department VM-46] 
4371 VALLEY BOULEVARD «- LOS ANGELES 32, CALIFORNIA 
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‘B.W. & Co.’ ‘Sporin’ Ointments 
rarely sensitize... 
give decisive bactericidal action 
for most every topical indication 


Broad-spectrum antibac- 
terial action—plus the | 
soothing anti-inflam- | 

matory, antipruritic ben- 


brand Ointment efits of hydrocortisone. | 


The combined spectrum 
of three overlapping 4 
antibiotics will eradicate 
virtually all known top- 
ical bacteria. 


brand Antibiotic Ointment 


sty ® A basic antibiotic com- 
‘ bination with proven 
effectiveness for the 
topical control of gram- 


™ brand Antibiotic Ointment positive and gram-nega- 
tive organisms. 


Contents per Gm. 


‘Polysporin’® ‘Neosporin’® ‘Cortisporin’® 


‘Aerosporin’® brand 
Polymyxin B Sulfate 10,000 Units 5,000 Units 5,000 Units 


500 Units 400 Units 400 Units 
Neomycin Sulfate —_ 5 mg. 5 meg. 


Zinc Bacitracin 


Hydrocortisone 10 mg. 


Supplied: Tubes of 1 oz., Tubes of 1 oz., Tubes of 4 oz. and 
Y% oz. and ¥% oz. 4 oz. and % oz. Y% oz. (with 


(with ophthalmic tip) (with ophthalmic tip) ophthalmic tip) 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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when the need 
for iron is acute... 


nject 


ASTRAF ER’ I.V. 


(Brand of dextriferron) 


intravenously 


Write for literature and professional sample 


ASTRA PHARMACEUTICAL PRODUCTS, INC. 
Worcester, Mass., U.S.A. 
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YOUR CHOICE OF FIVE TOPICAL FORMS 


Aristoderm 


Foam Acetonide 


7.5 ec. and 15 ce. 
push-button dispensers 
Neat, not messy or sticky— 
spreads readily without 
irritation or burning—for 
oozing, crusted, severely 
inflamed and injured skin 
or mucous membranes. 


Each cc. contains: 
Aristocort Triamcinolone Acetonide, 1 mg. . . . 0.1% 
Neomycin Sulfate, 5mg............. 0.5% 


Precautions: Contraindicated in herpes 
simplex. Sensitivity reactions to 
fheomycin occasionally occur. 


Aristoderm 
Foam 0.1% tim.” 


7.5 cc. and 15 ce. 
push-button 
dispensers 


Precautions: 
Contraindicated 
in herpes simplex 


Aristocort 
Cream 0.1% 
Tubes of 5 and 15 Gm. 


Precautions: 
Contraindicated 
in herpes simplex. 
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and allergic skin conditions... 
simple, sparing application — prompt, symptomatic relief— 


Aristocort 


Triameinolone Acetonide topicals 


HIGHLY ACTIVE WHEN DIRECTLY APPLIED TO SKIN LESIONS 


A recent study has demonstrated the 
efficacy of triamcinolone acetonide 0.1 per 
cent in 222 patients with a variety of 
allergic and inflammatory dermatoses. 
The conditions included in the study were 
contact dermatitis, seborrheic dermatitis, 
neurodermatitis, atopic dermatitis, and 
pruritus vulvae. 


The anti-inflammatory and antipruritic 
efficacy of triamcinolone acetonide was 
shown by the prompt control of itching 
and resolution of affected areas. Cahn, 
M. M., and Levy, E. J.: A Comparison of 
Topical Corticosteroids: Triamcinolone 
Acetonide, Prednisolone, Fluorometho- 
lone, and Hydrocortisone. 


Antibiotic Med. & Clin. Ther. 6:734 [Dec.] 1959. 


Aristocort Aristocort 
Ointment 0.1% Eye-Kar Ointment 0.1% tetanic 


Tubes of 5 and 15 Gm. Tubes of % oz. 
For inflammatory, 


and ear conditions 


Each gram contains: 


Neomycin Sulfate 


Precautions: y Precautions: Contraindicated in herpes 


Contraindicated simplex. Sensitivity reactions 


in herpes simplex to neomycin occasionally occur. 


allergic, infective eye { 1 


Aristocort Triamcinolone Acetonide . . . 1 mg. 


Gat) 


TRENT 8.1% 


A Division of 


EY 


Pearl River, New York 


LEDERLE LABORATORIES 


AMERICAN CYANAMID COMPANY 
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— a lot of satisfaction in pointing out some- Tareyton delivers the flavor... 
thing good to a friend. That’s why it sometimes “— DUAL FILTER DOES IT! 
happens that one cigarette out of a pack of Dual Filter HERE'S HOW: I. It combines a 
Tareytons never does get smoked. a : unique inner filter of ACTIVATED 


CHARCOAL ... definitely proved to 
People open it to show its remarkable Dual Filter make the taste of a cigarette mild and 


containing Activated Charcoal. They may not know ] ae smooth ... 
why it oii so well, but they do know this: it brings \’ A gam i 2. with a pure white outer filter. To- 
out the best taste of the best tobaccos. Yes, Tareyton “a gether they select and balance the 


flavor elements in the smoke. Tareyton’s 
delivers the flavor . . . and the Dual Filter does it! gives 
Try a pack of Dual Filter Tareyton. We believe the > taste of the best tobaccos. 


extra pleasure they bring will soon have you passing 
the good word to your friends. 


Product of Ske 


is wane. OA. Co» 
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CONTINUOUS 


PROTECTION IN 


ANGINA 
PECTORIS 


ANTORA... 


PROVIDES 10-12 HOURS 
GRADUAL RELEASE 


Timed Disintegration Capsules, containing 30 mg. 
Pentaerythritol Tetranitrate . . . a clinically proven 
dosage form. For assured 24 hour control, administer 
one Antora capsule before breakfast and one before 
evening meal. ANTORA REDUCES NITROGLYCERIN RE- 
QUIREMENTS . . . IMPROVES EKG TRACINGS .. . 
PROVIDES BETTER EXERCISE TOLERANCE . . . REDUCES 
NUMBER AND SEVERITY OF ATTACKS. Administer with 
caution in glaucoma. 


FOR THE UNDULY 
APPREHENSIVE PATIENT 


ANTORA-B... 


Timed Disintegration Capsules, containing 30 mg. 
Pentaerythrito! Tetranitrate plus 50 mg. Secobarituric 
Acid. Medication is released over 10 to 12 hours with 
fewer side effects and less “hangover” than the long- 
er acting barbiturates. As with Antora, capsules are 
administered only twice daily instead of the usual 
8 to 12 tablets. Administer with caution in glaucoma. 


"4 Supplied: Bottles of 60 and 250. 
Literature and clinical samples 
available. 
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Doctor... 


*What would paying a bill like this 
do to your personal finances? 


‘And what about additional bills for your 
continuing Office Expenses — if YOU 
had been the patient? 


—AS A PRACTICING PHYSICIAN ... ~ 


. . . knowing that today's hospital confinements mean 
BIG bills, you should be the first to own “catastrophic” 
hospital-nurse insurance for yourself and your family’s 
assured protection. 


PLAN 1 
Major Hospital-Nurse Expense 


PAYS 100% of Hospital Room & Board Charges and 
Hospital Miscellaneous Expense PLUS 75% of in- 
hospital Nurse Fees — after the selected Deductible 
Amount has been applied — up to a $10,000 overall 
Limit of Payment for expenses incurred within 3 years 
of any one accident or sickness. Applies to each 
insured Member, Spouse or Dependent Child. 


You have a choice of 3 deductible amounts, assuring 
the ‘right’ protection at the ‘right’ cost for YOU! 


—AS A PRACTICAL BUSINESSMAN ... a 


. . . knowing that today it costs BIG money to operate 
your office — even when you are sick or injured and 
can’t be ‘on duty’ — it’s only good business to obtain 
Overhead Expense protection. 


PLAN 2 
Professional Overhead Expense 


PAYS covered Office Expenses — Rent, Employees’ 
Salaries, Heat, etc. — when you are continuously 
disabled by injury or sickness for 14 days or more. 
Payments are made directly to you, and can continue 


for as long as | year if you are totally disabled that 
length of time. 


You select only the protection you need — from $200 
up to $1,000 a month — based on actual operating 
expenses. And initial low cost eventually is even 
lower because premiums are tax-deductible! 


| APPROVED BY THE MEDICAL 


SOCIETY OF VIRGINIA | 


Medical Arts Building 


UNDERWRITTEN BY AMERICAN CASUALTY CO. READING, PA. 
DAVID A. DYER, Administrator 


Roanoke, Virginia 


HAVE YOUR NURSE PHONE US COLLECT — DIAMOND 4-5000 — for complete details about this much-needed pro- 
tection for which hundreds of Virginia doctors have already enrolled. We will gladly supply additional information or an 


enrollment application. 


There is no obligation and no solicitor will call. MAY WE HEAR FROM YOU TODAY? 
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ANNOUNCING— 

SPECIFIGALLY FOR 

INFECTIONS DUE TO 
“RESISTANT” STAPHYLOCOCCI 


AN ENTIRELY NEW SYNTHETIC 
“STAPH-CIDAL” PENICILLIN 


S | | 

| ) ‘al | | | 
sodium dimethoxypheny] penicillin 
FOR INJECTION 


UNIQUE—BEGAUSE IT 
RETAINS ANTIBACTERIAL 
ACTIVITY IN THE PRESENCE OF 
STAPHYLOCOCCAL PENICILLINASES 
WHICH INACTIVATE 
OTHER PENICILLINS 


Bristol 


i 
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OFFICIAL PACKAGE CIRCULAR 
November, 1960 
STAPHCILLIN 
8 | (sodium dimethoxyphenyl penicillin) 
3j For Injection 
DESCRIPTION 


STAPHCILLIN is a unique new synthetic parenteral penicillin produced 
by Bristol Laboratories for the specific treatment of staphylococcal 
infections due to resistant organisms. Its uniqueness resides in its 
property of resisting inactivation by staphylococcal penicillinase. It is 
active against strains of staphylococci which are resistant to other 
penicillins. 


Each dry filled vial contains: 1 Gm. STAPHCILLIN (sodium dimethoxy- 
phenyl! penicillin), equivalent to 900 mg. dimethoxyphenyl penicillin 
activity. 


INDICATIONS 


STAPHCILLIN is recommended as specific therapy only in infections 

m due to strains of staphylococci resistant to other penicillins, e.g.: 

) | IC Skin and soft tissue infections: cellulitis, wound infections, car- 
buncles, pyoderma, furunculosis, lymphangitis and lymphadenitis. 


Respiratory infections: staphylococcal lobar or bronchopneumonia, 
and lung abscesses combined with indicated surgical treatment. 


Other infections: staphylococcal septicemia, bacteremia, acute or 
subacute endocarditis, acute osteomyelitis and enterocolitis. 


Infections due to penicillin-sensitive staphylococci, streptococci, pneu- 
mococci and gonococci should be treated with Syncillin® or parenteral 
penicillin G rather than STAPHCILLIN. Treponemal infections should 
be treated with parenteral penicillin G. 


™ 


DOSAGE AND ADMINISTRATION 


STAPHCILLIN is well tolerated when given by deep intragluteal or intra- 
venous injection. 


As is the case with other antibiotics, the duration of therapy should be 
determined by the clinical and bacteriological response of the patiert. 
Therapy should be continued for at least 48 hours after the patient has 
become afebrile, asymptomatic and cultures are negative. The usual 
duration has been 5-7 days. 


Intramuscular route: The usual adult dose is 1 Gm. every 4 or 6 hours. 
Infants’ and children’s dosage is 25 mg. per Kg. (approximately 12 mg. 
per pound) every 6 hours. 


Intravenous route: 1 Gm. every 6 hours using 50 ml. of sterile saline 
solution at the rate of 10 ml. per minute. 


*Warning: -Solutions of STAPHCILLIN and kanamycin should not be 
mixed, as they rapidly inactivate each other. Data on the results of 
mixing STAPHCILLIN with other antibiotics are being accumulated. 


DIRECTIONS FOR RECONSTITUTION 


Add 1.5 ml. sterile distilled water or normal saline to a 1 Gm. vial and 
shake vigorously. Withdraw the clear, reconstituted solution (2.0 ml.) 
into a syringe and inject. The reconstituted solution contains 500 mg. 
of STAPHCILLIN per ml. Reconstituted solutions are stable for 24 hours 
under refrigeration. 


™ 


| 
For intravenous use, dilute the reconstituted dose in 50 ml. of sterile 
saline and inject at the rate of 10 ml. per minute. 


*This statement supersedes that in the Official Package Circulars dated September and/or October, 1960. 
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OFFICIAL PACKAGE CIRCULAR 
(continued) 


MICROBIOLOGICAL AND PHARMACOLOGICAL 
PROPERTIES 


In vitro studies show that STAPHCILLIN is a bactericidal penicillin 
with activity against staphylococci resistant to penicillin G. Strains of 
staphylococci so far tested have been sensitive to STAPHCILLIN in vitro 
at concentrations of 1-6 mcg. per ml. These levels are readily attained 
in the blood and tissues by administration of STAPHCILLIN at the 
recommended dosage. This unique attribute is probably due to the 
fact that STAPHCILLIN is stable in the presence of staphylococcal peni- 
cillinase. STAPHCILLIN also resists degradation by B. cereus penicil- 
linase. The antimicrobial spectrum of STAPHCILLIN with regard to 
other microorganisms is qualitatively similar to that of penicillin G; 
but considerably higher concentrations of STAPHCILLIN are required 
for bactericidal activity than is the case with penicillin G. 


STAPHCILLIN is rapidly absorbed after intramuscular injection. Peak 
blood levels (6-10 mcg./ml. on the average after a 1.0 Gm. dose) are 
attained within | hour; and then progressively decline to less than 
1 meg. over a 4 to 6 hour period. It is poorly absorbed from the gastro- 
intestinal tract. STAPHCILLIN is rapidly excreted by the kidney. 


As shown by animal studies, STAPHCILLIN is readily distributed in body 
tissues after intramuscular injection. Of the tissues studied, highest 
concentrations are reached in the kidney, liver, heart and lung in that 
order; the spleen and muscles show lower concentrations of the anti- 
biotic. STAPHCILLIN diffuses into human pleural and prostatic fluids, 
but its diffusion into the spinal fluid has not yet been completely 
studied. However, one patient with meningitis showed a significant 
concentration in his spinal fluid while on STAPHCILLIN therapy. 


Toxicity studies with STAPHCILLIN and penicillin G in animals show 
that they have approximately the same low order of toxicity. 


Certain staphylococci can be made resistant to STAPHCILLIN in the 
laboratory, but this resistance is not related to their penicillinase pro- 
duction. During the clinical trials, no STAPHCILLIN-resistant strains of 
staphylococci were observed or developed; the possibility of the emer- 
gence of such strains in the clinical setting awaits further observation. 


PRECAUTIONS 

During the clinical trials, several mild skin reactions, e.g., itching, 
papular eruption and erythema were observed both during and after 
discontinuance of STAPHCILLIN therapy. Patients with histories of hay 
fever, asthma, urticaria and previous sensitivity to penicillin are more 
likely to react adversely to the penicillins. It is important that the 
possibility of penicillin anaphylaxis be kept in mind. Epinephrine and 
the usual adjuvants (antihistamines, corticosteroids) should be avail- 
able for emergency treatment. Because of the resistance of STAPHCILLIN 
to destruction by penicillinase, parenteral B. cereus penicillinase may 
not be effective for the treatment of allergic reactions. Information 
with regard to cross-allergenicity between penicillin G, penicillin V, 
phenethicillin (Syncillin) and STAPHCILLIN is not available at present. 
If superinfection due to Gram-negative organisms or fungi occurs 
during STAPHCILLIN therapy, appropriate measures should be taken. 


SUPPLY 
List 79502 — 1.0 Gm. dry filled vial. 
BRISTOL LABORATORIES - SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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pecifically for “resistant” staph... 


sodium dimethoxypheny] penicillin 
FOR INJECTION 


e failure of staphylococcal infections to respond to penicillin therapy is attributed to 
penicillin-destroying enzyme, penicillinase, produced by the invading staphylococcus. 


like other penicillins: 


STAPHCILLIN is effective because it retains its antibacterial activity despite the pres- 
e of staphylococcal penicillinase. 


The clinical effectiveness of STAPHCILLIN has been confirmed by dramatic results in 
jide variety of infections due to “resistant”’ staphylococci, many of which were serious 
1 life-threatening. 


ce other penicillins: 

STAPHCILLIN has no significant systemic toxicity. It is well tolerated locally, and 
in or irritation at the injection site is comparable to that following the injection of 
iicillin G. In occasional cases, typical penicillin reactions may be experienced. 


PROFESSIONAL INFORMATION SERVICE — The attached Official Package Circular provides com- 
plete information on the indications, dosage, and precautions for the use of STAPHCILLIN. If you desire 
additional information concerning clinical experiences with STAPHCILLIN, the Medical Department of 
Bristol Laboratories is at your service. You may direct your inquiries via collect telephone call to New York, 


PLaza 7-7061, or by mail to Medical Department, Bristol Laboratories, 630 Fifth Ave., N.Y. 20, N. Y. 


RISTOL LABORATORIES * SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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Bed of Digitalis purpurea 
with Campanula (Canterbury Bells) in foreground 


Not far from here are manufactured 
from the powdered leaf 
Pil. Digitalis (Davies, Rose) 
0.1 Gram (11% grains) or 1 U.S.P. Digitalis Unit. 
They are physiologically standardized, 
with an expiration date on each package. 
Being Digitalis in its completeness, 
this preparation comprises the 
entire therapeutic value of the drug. 

It provides the physician with a safe and effective 
means of digitalizing the cardiac patient 
and of maintaining the necessary saturation. 
Security lies in prescribing the 
“original bottle of 35 pills, Davies, Rose.” 


Clinical samples and literature sent to physicians on request 


Davies, Rose & Co., Ltd. Boston 18, Mass. 
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In Richmond... 


oe Marshall 


IN THE HEART OF DOWNTOWN RICHMOND 
500 ROOMS 


Located in the heart of the Capitol of the 
Confederacy, is Virginia’s largest and finest 
convention hotel. Historic sites of interest 
are within walking distance and convention 
delegates will find their leisure hours occu- 
pied with interesting and informative tours 
of Richmond and other nearby areas of 
historic interest. Spacious banquet and meet- 
ing areas, tastefully decorated rooms, and 


exceptional food prepared by master hotel 
chefs insure a successful convention at The 
John Marshall. TV and air conditioning — 
of course! In the heart of downtown Rich- 
mond. 1200 rooms, conveniently located, 
under one management in Richmond: The 
John Marshall, Hotel Wm. Byrd, Hotel Rich- 
mond, Hotel King Carter. Central reserva- 
tion service through The John Marshall. 


This gracious resort hotel offers a unique experi- 
ence for convention delegates. The pleasant 
seaside atmosphere, spacious meeting and exhibit 
areas, delightful Southern style cooking and 
excellent room accommodations will long be 
remembered by the entire convention. Exceptional 
recreational facilities offer both an outdoor and 
indoor heated pool, fishing, boating, golf, game 
room, tennis, dancing or if you prefer there are 
many tours of convenient historic shrines, includ- 
ing the Jefferson Davis Casemate, Yorktown, 
Jamestown and Williamsburg. During the Civil 
War Centennial, you'll find many conventioners 
will want to take advantage of a few extra days 
to visit all of these historic sites. 


The Hotele that Hospitality Built 


For Additional Information and Brochures— 
Please Write or Call Charles M. Adams— 


Year Round Resort 
HOTEL 


CHAMBERLIN 


ON THE CHESAPEAKE BAY 
OLD POINT COMFORT ¢ FORT MONROE, VA. 


300 ROOMS 


Director of Sales—Dept. VM 


Hills Grco,poraled 


Executive Offices, Eighth & Broad Streets, Richmond, Va., Phone MI 8-4481 
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Vertigo is reversible 


Antivert 


VERTIGO 


moderate to complete relief of 
symptoms in 9 out of 10 patients’ 


Prescribe one ANTiveRT tablet (or 1-2 teaspoonfuls ANTIVERT syrup) 3 times daily, 
before each meal, for prompt relief of vertigo, Meniere's syndrome and allied dis- 
orders. Side effects are short-lived, usually only harmless flushing and tingling 
associated with vasodilation. ANTIVERT is contraindicated in severe hypotension 
and hemorrhage. 

Supplied: Small blue-and-white scored tablets (meclizine HC! 12.5 mg. and 
nicotinic acid 50 mg.) in bottles of 100. Syrup in pint bottles. Prescription only. 
Bibliography available on request. 


And for your aging patients— 
NEOBON’ Capsules: five-factor geriatric supplement. 


Reference: 1. Scal, J. C.: Eye Ear Nose & Throat Month. 38:738 (Sept.) 1959. 


now available: =~“ 


Division, Ches. Pfizer & Co., Inc. Antivert - P 


Sci Well-Being® 
a Te Each teaspoonful (5 cc.) contains 6.25 mg. 
meclizine HCI and 25 mg. nicotinic acid. 
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“regularity” diet 


The secret ingredient in a successful diet is acceptance. 
Bulky foods, essential to a “regularity” diet, will have 
more appeal if they are attractively prepared. Variety 
helps a patient follow a diet enthusiastically, too. Chilled 
orange and apple compote is inviting, rich in cellulose 
and pectin which absorbs fluid to form smooth bulk. Beets 
and carrots are also good pectin sources. Cranberries in 
oatmeal muffins offer cellulose plus Vitamin B complex. 
And liquids are vital, of course—8 to 10 glasses a day. 


rE 


foods like these. 


Diet patients find an incentive in appetizing “bul 


United States Brewers Association, Inc. ' 


For reprints of this and 11 other diet menus, write us at 536 Fifth Avenue, N.Y. 17, N.Y. 


How to help your patient stick to a 


A glass of beer can add 


zest to a patient's diet. 


8-02. glass supplies about % minimum 
Niacin requirements and smalier amounts 
of other B Complex Vitamins 
(Average of American Beers) 
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Soprovide the traditional, relable pharmaceuticals 
ANOS hs in your practice of: hv 


the preseriplion of choice in essential hypertension 


Lower blood pressure effectively...safely, with this time-tested Sodium 
Thiocyanate formula. The proved clinical record of Haimased for 

27 years and more than 1,500,000 prescriptions shows this to be the 
therapy of choice over the newer, potentially more toxic Hexametho- 
niunt!-veratrum-rauwolfia preparations. A reduction of 30 to 50 mm. 
Hg in systolic pressure, without orthostatic hypotension, can be 
anticipated in up to 40—70% of patients.2.5 Sympathectomy appears 
to increase the antihypertensive action of Haimased.*:5 


DOSAGE: During the first five to seven days of treatment, 1 teaspoonful of Haimased 
(representing 242 grains—or .16 Gm.—of Sodium Thiocyanate) wel! diluted in water, 
three times a day, is considered adequate to produce a biood concentration sufficient 
for a decline of elevated biood pressure and alleviation of symptoms associated 

with hypertension. Many clinicians prefer to start with one-half this dose and gradually 
build up until effect blood pressure is noted and adequate biood levels reached 
Since Haimased is a liquid, it permits fractional, easier adjustment of correct 


dosage. As the biood pressuré approaches the estimated normal, the quantity must 


NE Le N ‘ N.Y. ‘ . x“ be graduaily reduced to a maintenance dose of 1 teaspoonful of Haimased daily 

\-.> SEBANO 


(242 grains of Thiocyanate or .16 Gm.) over an extended period of time, without 


and, ahi m St. ‘ ern ane ‘ the development of secondary toxic effects. in certain patients, it may be best to 
t j a . ‘ interrupt medication for a period of one month after three or four months of 
Ew 
; 
TORK. ¢ 


Lack ounce represents 


Usual Bese: One Teaspoo® 

xX administration. Reduced biood pressure levels may be maintained for many days after 

dosage is decreased or administration temporarily discontinued 


terature on Request 


FORMULA: Palatable, stable, easy-to-take fluid. Each 100 cc. of 
Haimased represents 4.4 Grams (20 grains to the fluid-ounce) 
of Sodium Thiocyanate; aicohoil 0.8% by volume; glycerine and 
The First Fluid Extracts were made inthe U.S.A aromatics q.s. No Sugars. SUPPLIED: In pint and gation bottles. 
in 1848 by The Tilden Company, the oldest 


meth CONTRAINDICATIONS: Thiocyanates should not be used in 
pharmaceutical manufacturing house in America ‘ ‘ ‘ patients with congestive heart failure, easily provoked recurring 
Founded in 1824 2 attacks angina pectoris, severe debility, nephritis, renal 
insuff Icy, or cerebral damage. The dosage of Haimased 
should be decreased in the presence of extreme fatigue, 
vomiting, abdominal cramps, or diarrhea. Administration should 
be terminated immediately upon manifestation of such 
symptoms as exfoliative dermatitis, psychosis, and delirium, 
occurring occasionally with biood levels higher than 12 mg. 


References: 1. California Medicine 80:375, 1954; 2. Peterson, 
D. M.: J. Missouri S.M.A. 40:279, 1943; 3. Lindberg, H. A., 
Treger, N. V., Barker, M. H.: Quarterly Bull., Northwestern 
Univ. Med. School, Vol. 22, No. 1, 59, 1948; 4. Davis, L.: 
Postgraduate Med. 9:321, 1951; 5. Goodman and Gilman, 
The MacMillan Co., New York, 1958, 
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SQUIBB VITAMINS FOR THERAPY 


For your patients with infections or other illnesses 
who need therapeutic vitamin support. Each 
‘Theragran supplies the essential vitamins 1n truly 
therapeutic amounts: 


Vitamin A .... 25,000 U.S. P. Units 
Vitamin D ........ 1,000 U.S.P. Units 
Thiamine Mononitrate. ......... 10mg. 


Pyridoxine Hydrochloride ........ Omg. 


Calcuum Pantothenate .......... .20 
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nutrition... present as a modifying or complicat- 


ing factor in nearly every illness or disease state9® 


1, Youmans, J. B.: Am. J. Med. 25:659 (Nov.) 1958 


cardiac diseases “Who can say, for example, whether the patient chronically 
ill with iayocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 
disease.’’? 2. xampmeier, R.H.: Am. J. Med. 25:662 (Nov.) 1958 


arthritis “It is our practice to prescribe a multiple vitamin preparation to patients 


with rheumatoid arthritis simply to insure nutritional adequacy .. .’”* 
3. Fernandez-Herlihy, L: Lahey Clinic Bull. 11:12 (July-Sept.) 1958 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 


monly observed in patients on peptic ulcer diets.* Daily administration of therapeutic 
vitamins to patients with hepatitis and cirrhosis is recommended oy the National 


nal Academy of Sciences and National Research Council, Washington, D.C., 1952, p. 57 


deuatierdine diseases “Studies by Wexberg, Jolliffe and others have indi- 


cated that many of the symptoms attributed in the past to senility or to cerebral arterio- 
sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 
American adult.’’® 6, overnoiser, w..and Fong, T.C.C. inStieglitz,€. J.: GeriatricM 


j.: Gerla Medicine, 3rd editior B. Lippincott, Philadelphia, 1954, p. 264 


infectious diseases Infections cause a lowering of ascorbic acid levels in the 


plasma; and the absorption of this vitamin is reduc ed i in diarrheal states.’ 


Conference on Vitamin C. The New York Academy of Sciences, New York City, Oct. 7 and 8 
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daleces Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.* “Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet. ... There is some evidence of 
interference with normal riboflavin igememenpe during catabolic episodes.’”® 


8. Duncan G.G.: Diseases of Metabolism 4th edition W. B. Saunders, Philadelphia, 1959, p. 812. 9. Pollack, H.: Am. J. Med. 25:708 (Nov.) 1958 


FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF. 
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NiIiCOZO COMP LE=X 


ORIGINAL FORMULA 


Nou Geniatie Tenie 


NICOZOL COMPLEX is a cerebral stimulant-tonic and dietary 
supplement intended for geriatric use. Improves mental and 
physical well-being. Improves protein and calcium metabolism. 
Indicated during convalescence, also as a preventive agent in 
common degenerative changes. 


Desage: 
1 teaspoonful (5 cc) 3 times a day, NICOZOL COMPLEX is avail- 
preferably before meals. Female pa- able as a pleasant-tasting 
tients should follow each 21-day elixir. Popularly priced. 
course with a 7-day rest interval. Bottles of 1 pint and 1 gallon. 


DRUG 


Write for professional sample and literature. 


Formula 

Each 15 cc (3 teaspoonfuls) contains: 
Pentylenetetrazol 150 mg. 
75 mg. 
Methy! Testosterone .............. 2.5 mg. 
Ethiny! Estradiol 0.02 mg. 
Thiamine Hydrochloride mg. 
3 meg. 
Pyridoxine Hydrochloride 6 mg. 
Vitamin B-12 2 mcg. 
Folic Acid .... 0.33 mg. 
Panthenol .... 5 mg. 
Choline Bitartrate = 
Inositol 


l-Lysine Monohydrochloride . "100 
Vitamin E (a-Tocopherol 
3 mg. 
Iron (as Ferric Pyrophosphate) 15 mg. 
Trace Minerals as: lodine 0.05 mg., 
Magnesium 2 mg., Manganese 1 mg., 
Cobalt 0.1 mg., Zinc 1 mg. 


Contains 15% Alcohol 


peciatties. WINSTON-SALEM 1, NORTH CAROLINA imal 
C Speciation» Dedicated to Serving the Southern Physician 
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When the evidence indicates smooth ‘muscle Spasm, 


good judgment can render it “null and void” 


by a ruling in favor of 
dependable autonomic sedation 


DONNATAL 


TABLETS CAPSULES ELIXIR EXTENTABS 


Natural belladonna alkaloids in optimat synergistic ratio, plus phenobarbital hn. 


A. H. ROBINS CO., INC., Richmond 20, Virginia 


In each Tablet, 

Capsule ortsp. In each 

(5 cc.) of Elixir Extentab 
Hyoscyamine sulfate 0.1037 mg. 0.3111 mg. 
Atropine sulfate 0.0194 mg. 0.0582 mg. 
Hyoscine hydrobromide 0.0065 mg. 0.0195 mg. 
Phenobarbital (% gr.) 16.2 mg. (34 gr.) 48.6 me. 
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painful skeletal muscle spasm 


ROBAXIN 


INJECTABLE ano TABLETS Methocarbamol Robins U.S. Pat. No. 2770649 


Relaxation — obtained within minutes with RosBaxin Injectable. 
— maintained without drowsiness with Ropaxin Tablets. 


Nine published studies show: 
Beneficial results in 90% of cases of skeletal muscle spasm with RoBaxin. 
Clinical responses to RoBaxin therapy, as reported by investigators: 


“marked” in 26 out of 33 patients, moderate in 6...' “pronounced” in 37 out of 58 
patients, moderate in 20...° “good” in 25 out of 38 patients, moderate in 6...° 
“excellent” in 14 out of 17 patients, moderate in 2...° “significant” in 27 out of 30 
patients ...* “gratifying” in 55 out of 60 paticnts...° “effective” in 32 out of 32 
patients...” “marked” in 27 out of 46 patients, moderate in 6...‘ “good” in 57 out 
of 60 patients, moderate in 3.'° 


Rosaxin exhibits “great freedom from undesired side reactions,”* does not pro- 
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duce “concomitant euphoria or partial anesthesia, 


and permits patients to retain 
concentration and awareness.® 


For immediate relaxation of acute skeletal muscle spasm: 


F F —each ampul containing 1.0 Gm. of methocarbamol in 
Robaxin® Injectable 10 ce. of sterile solution. 


For initiating therapy or maintaining relaxation induced by Rosaxtn Injectable: 
Robaxin® Tablets —0.5 Gm. (white, scored) in bottles of 50 and 500. 

Also available: When pain and spasm require concurrent analgesic and relaxant action: 
Robaxisal® Tablets | —Robaxin with Aspirin 

—and for skeletal muscle relaxation with more comprehensive analgesia: 
Robaxisal ov PH —Robaxin with Phenaphen® 


Literature available to physicians on request. 


REFERENCES: 1. Carpenter, E. B.: Southern M.J. 51:627, 1958. 2. Forsyth, H. F., J.A.M.A. 167:163, 1958. 3. Hudgins, 
A. P.: Clin. Med. 6:2321, 1959. 4. Grisolia, A., and Thomson, J. E. M.: Clin. Orthopaedics 13:299, 1959. 5. Lewis, W. B.: 
California Med, 90:26, 1959. 6. O'Doherty, D. S., and Shields, C. D.: J.A.M.A. 167:160, 1958. 7. Park, H. W.: J.A.M.A. 
167 :168, 1958. 8. Plumb, C. S.: Journal-Lancet 78:531, 1958. 9. Poppen, J. L., and Flanagan, M. E.: J.A.M.A. 171:298, 
1959. 10. Schaubel, H. J.: Orthopedics 1 :274, 1959. 
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Making today’s medicines with integrity ... seeking tomorrow’s with persistence 
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Put your low-back patient 
back the payroll 


Soma’s prompt relief of pain and stiffness can 
get your low-back patients back to 
work in days instead of weeks 


Soma is unique because it combines the 
properties of an effective muscle relaxant 
and an independent analgesic in a single 
drug. Unlike most other muscle relaxants, 
which can only relax muscle tension, Soma 
attacks both phases of the pain-spasm cycle 
at the same time. 

Thus with Soma, you can break up both 


pain and spasm fast, effectively ... help 
give your patient the two things he wants 
most: relief from pain and rapid return to 
full activity. 

Soma is notably safe. Side effects are rare. 
Drowsiness may occur, but usually only with 
higher dosages. Soma is available in 350 mg. 
tablets. Usual dosage is 1 tablet q.i.d. 


The muscle relaxant with an independent pain-relieving action 


® 


Wg ‘Wallace Laboratories, Cranbury, New Jersey 


® 


(carisoprodol, Wallace) 


| 
| 


How you can help save 
your patients a month’s pay 


Kestler reports in J.A.M.A. (April 
30, 1960) that conventionally 
treated low-back syndrome pa- 
tients required an average of 41 
days for full recovery (range: 3 to 
90 days). The addition of Soma 
therapy in this comparative inves- 
tigation reduced the average to 
11.5 days (range: 2 to 21 days). 
With Soma, patients averaged full 
recovery 30 days sooner. 
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Therapeutic 
confidence 


Panalba is effective against 
more than 30 commonly 
encountered pathogens 
including ubiquitous 
staphylococci. Right from 
the start, prescribing it gives 
you a high degree of 
assurance of obtaining the 
desired anti-infective action 
in this as in a wide variety 
of bacterial diseases. 


Supplied: Capsules, each containing 
Panmycin* Phosphate (tetracycline 
phosphate complex), equivalent to 

250 mg. tetracycline hydrochloride, and 
125 mg. Albamycin,* as novobiocin 
sodium, in bottles of 16 and 100. 


Adult dosage: 2 capsules four times a da}. 


Side effects: Panmycin Phosphate has a 
very low order of toxicity comparable 

to that of the other tetracyclines and is 
well tolerated clinically. Side reactions to 
therapeutic use in patients are 
infrequent and consist principally of 
mild nausea and abdominal! cramps. 
Albamycin also has a relatively low 
order of toxicity. In a certain few 
patients, a yellow pigment has been 
found in the plasma. This pigment, 
apparently a metabolic by-product of 
the drug, is not rily iated 
with abnormal liver function tests. 
Urticaria and maculopapular dermatitis, 
a few cases of leukopenia, and 
agranulocytosis have been reported in 
patients treated with Albamycin. All 
of these side effects rapidly disappeared 
upon discontinuance of the drug. 


Caution: Since the use of any antibiotic 
may result in overgrowth of 
nonsusceptible organisms, constant 
observation of the patient is essential. 
If new infections appear during therapy, 
appropriate measures should be taken. 
As with any serious infection, therapy 
of peritonitis with Panalba or other 
antibacterial agents is adjunctive 

to surgical procedures and supportive 
therapy. 


The Upjohn Company 
Kalamazoo, Michigan 


Upjohn 


Inflammatory 
process 

of the 
peritoneum 


“Trademark, Reg. U. S. Pat. Off. 


your broad-spectrum 
antibiotic of first resort 


in peritonitis | 


A REALISTIC AID TO PROPER WEIGHT MAINTENANCE 


Last...New Cook Book Designe 


The Pine égelable Gil 


Menus fulfill the recommended dietary allowances of the Food & Nutrition Board of the National Research Council. 
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revent Overweight 
Through Better Habits 


Recipes and Menus with Satiety and Appetite Appeal in Mind 


The Cook Book of Glorious Eating for Weight Watchers 
fills the long-felt need for a weight control plan 
that is workable for everybody in the family. 
Realistic regimens are built around good, nat- 
ural, readily-available foods enhanced by de- 
licious methods of preparation. In place of “fad 
diets” or tasteless formulas, it provides for truly 
appetizing meals. It teaches and encourages the 
development of the healthful eating habits that 
can prevent overweight, America’s #1 Health 
Problem. This full-color cook book contains 100 
pages—248 delicious recipes each with calorie 
counts. Complete menus are here at 3 calorie 
levels—1200, 1800, 2600. Calorie levels are re- 
lated to best weights by sex, age, size and extent 
of activity. 


Many diets fail because they are crash programs 
only temporary in effect. Other diets are unbear- 
able because they are monotonous and tasteless. 


The Wesson way is not a crash program. It offers 
calorie controlled menus with appetite appeal, vari- 
ety and satiety in mind. They fulfill the recom- 
mended dietary allowances of the Food & Nutri- 


that a food manufacturer like Wesson has taken 
so important a step to help combat this serious 
public health problem. 


Copies for physicians. “The Cook Book of Glo- 
rious Eating for Weight Watchers” is being 
offered to the general public. If you would like 
a copy for yourself, together with forms to en- 
able patients to obtain their own copies, please 
fill in coupon below. 


Note: Please do not confuse this 
booklet with the Cholesterol De- 
pressant Diet Book, published by 
Wesson as an aid to physicians 
and for professional distribution 
only. The concept of the Choles- 
terol Depressant Diet Book stems 
from Wesson’s value in choles- 
terol depressant diets. Where a vegetable (salad) 
oil is medically recommended for a cholesterol 
depressant regimen, poly-unsaturated Wesson is 
unsurpassed by any readily available brand. 


tion Board of the National Research Council. 


The Wesson People, Dept. M, 210 Baronne St., New Orleans 12, La. 


Please send me my copy of “The Cook Book of Glorious Eating for 
Weight Watchers”, plus two dozen order blanks for distribution to 
my patients. 


All menus provide the proper amount of protein, 
carbohydrates, fat and the other essential nutri- 
ents. The principles of good nutrition are in- 
cluded to help the homemaker plan her own 
properly balanced, calorie controlled menus. 
With simple subtractions or additions to the 
same basic menu, each family member can be 
served delicious satisfying menus according to 
his individual needs. 


ADDRESS 
Not a reducing manual. It should be explained 
that “The Cook Book of Glorious Eating for 
Weight Watchers” is a guide to the prevention 
of obesity. Its publication marks the first time 
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Poly-unsaturated Wesson, the Pure Vegetable Oil, is Never Hydrogenated 
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TRISTAM 


TRISTAMINE is a unique combination of three 
antihistaminic agents, designed to afford high-level 
antihistaminic activity with «a minimum of unde- 
sirable side-effects. The enhanced effectiveness 
achieved by the combination affords welcome relief 
from the discomfort of hay fever, seasonal and 
non-seasonal rhinitis, allergic dermatitis, urticaria 
and other conditions for which the contained anti- je 
histamines are clinically useful, while sedation and : a 
other side-effects commonly encountered with anti- : TRISTAMINE 
histamine therapy are minimized by 

the use of lower doses of the individual ‘(eapeee 
drugs. 


Tristamine is supplied in two 
convenient dosage forms—Tris- 
tamine Sustained Release Cap- 


sules, affording relief for. periods 
up to ten hours, and Tristamine 
Elixir, a sugar free sorbitol type 
‘syrup’ that will appeal to chil- 
dren and adults who prefer liquid 
medication. 


CAUTION: 


Federal law prohibits dispensing PACKAGING: 


without prescription. Sustained Release Capsules, 
60 mg., Bottles of 30, 100 
and 1000. 


i Liquid, 10 mg./5 cc., Bottles 
Antihistamine wishin of one pint and one gallon. 


Phenyltoloxamine DOSAGE: 

Citrate 25 mg. | 25 mg. | 6.25 mg. Tristamine Capsules 60 Mg. (Sustained Release) Adults, 
25-50 One capsule every twelve hours, morning and night 
Pyrilamine Maleate ss 37.5 mg,| 12.50 mg. Ay or at breakfast and supper. In unusually resistant cases 

z: it may be desirable to give one capsule every eight 
2-4mg.| 3 mg. 1.25 mg. hours. 
Tristamine Liquid (10 mg./5cc.) 
Percentage of Median Combined Adults, two teaspoonfuls four times daily; Children 12 
Dose of the three contained anti- k to 16, one to two teaspoonfuls three to 4 times daily; 
histamines in 20.0 mg. Tristamine Children 6 to 12, One teaspoonful; Children under six, 
one-fourth to one-half teaspoonful. 
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without steroids 
this arthritic miner 
might still be spoon-fed 


On METICORTEN, he has worked steadily 
for six years with no serious side effects 


J. G.’s rheumatoid arthritis started in 1949 with 
severe and unremitting pain in his shoulders. 
Later, his wrists, elbows, feet and hands became 
involved with swelling and loss of function. By 
1951, when he was 45, the patient was helpless 
and had to be fed and dressed by his wife. He 
was frequently hospitalized during the next three 
years. Hydrocortisone failed to make any change 
in his condition. 


On April 2, 1955, the 
patient was placed on 
METICORTEN and im- 
proved promptly. Two 
weeks later he stated, “I 
feel very well now.” He 
was able to go back to 
work as a mine electri- 
cian that year and had no difficulty driving a car. 


For the past six years, he 
has been maintained on 
METICORTEN 5 mg. two 
or three times a day. 
There have been no side 
effects. The patient has 
not lost any work time, 
nor has he had to limit 
his activities in any way. 


Case history courtesy of Joel Goldman, M.D., Johnstown, Pa. 


These photographs of Dr. Goldman's patient were taken on 
November 10, 1960. 


METICORTEN,® brand of prednisone. 


SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY 
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See 
both blood picture 


and patient respond to 


TRINSICON” 


(hematinic concentrate with intrinsic factor, Lilly) 


For a rapid hematological response 
. . striking clinical improvement 


Two Pulvules® Trinsicon daily are capable of 
producing in ten days an Hb and RBC re- 
sponse comparable to that obtained after a 
transfusion of one pint of whole blood. For 
potent, complete anemia therapy, prescribe 
Trinsicon ... just 2 a day for all treatable anemias. 


Two Pulvules Trinsicon (daily dose) provide: 


Special Liver-Stomach Concentrate, Lilly 
(containing Intrinsic Factor) . . . . 300 mg. 


Vitamin Bye with Intrinsic Factor 
Concentrate, N.F.. . . . . 1 .N.F. unit (oral) 


Cobalamin Concentrate, N.F., equivalent 


....... . 15 
(The above three ingredients are clinically equiva- 
lent to 114 N.F. units of APA potency.) 


Ferrous Sulfate, Anhydrous. . . . . . 600 mg. 
(Equal to over 1 Gm. Ferrous Sulfate, U.S.P.) 


Ascorbic Acid (Vitamin C) . . . . . . 150 mg. 
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Guest Editorial.... 


Gout—a New Concept 


ERHAPS the most dramatic acting drug in the medical armamentar- 

ium is colchicine when given intravenously in the treatment of acute 
gout, especially in its early stages. Relief is often achieved within ten 
minutes. Many a gouty toe would have been spared the surgeon’s knife 
in the Out-Patient Department if the gouty individual had been given a 
trial by intravenous colchicine. 


The action of colchicine is not understood. For many years it has been 
known that colchicine stops mitosis. It was Lucretia Borgia’s favorite 
poison. During the 17th and 18th centuries, its use by British and French 
physicians was prohibited. Too many patients died from its unskilled 
administration. The penalty was great if a physician was apprehended 
using this drug which was known to the Chinese 2000 years B.C. 


During the period when colchicine administration was prohibited, 
many cases of cerebral gout or epilepsy due to gout were reported. The 
only cure was to allow the urate to run out of the toe or finger as pus 
out of a boil. During this process, urate became deposited in various tis- 
sues, and the disease progressed oftentimes to the death. One poor soul 
was said to have discharged from one toe so much urate before he died 
that it was saved and used for his tombstone. 


Trousseau’s lectures in clinical medicine, delivered at the Hotel Dieu 
in Paris were published in 1882. He reported two cases of cerebral gout. 
One of these was autopsied. 


The second of these cases died in a state of coma at the age of 40. “Dur- 
ing his youth,” stated Trousseau, “he was a man of vigorous constitution 
even though a child of gouty parents. He had at the age of 25 been sub- 
ject to attacks of frank, regular, acute gout. Being a friend of pleasure 
and incapable of submitting to any restraint which prevented him from 
giving himself up to his pleasure, he had recourse to the pills of Lartique 
and the syrup of Boubee whenever the paroxysm set in. These remedies 
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never failed to produce the effect which the patient expected from them. 
It took 15 years, but then the day of reckoning was at hand, and he died 
a miserable bedridden derelect in a state of coma.” 


It was a moot question with Drs. Sydenham and Trousseau whether 
one should treat gout. Trousseau stated, “However great may be my 


desire to relieve my patients, I still ask myself the question, ought we to 
treat gout?” 


Sydenham felt the gouty subject was a sort of charged machine which 
had to be discharged externally, by some safety valve, so as to prevent an 
internal explosion. 


Trousseau wrote, “that a certain Baylas and a certain Acragus were 
incased alive in the chalk which they secreted in such frightful quantities 
that their tombs might have been constructed from the material they 
supplied.” He further said, “It is a fact that gouty patients sometimes 
produce 300 grams of calcarious matter from one joint.” 


Gout attacks occur chiefly in the male (98%). Attacks occur classi- 
cally in the early a.m. when spermatogenesis is at its height. The attacks 


are usually controlled by colchicine, whose chief known effect is on 
mitosis. 


In the sperm mitosis is most abundant. During active mitosis, nucleic 
acid is liberated. This nucleic acid is the forerunner of uric acid, which 
in man for the most part is converted into urea nitrogen before excretion 
in the urine, although some uric acid is excreted. (Preliminary experi- 
ments we have done show a rise of urea nitrogen in the urine during the 
first twenty-four hours following the intravenous administration of col- 
chicine. Uric acid levels are not affected in the urine.) It is thought that 
colchicine stops mitosis, stops the formation of nucleic acid, which is 
probably the culprit in gouty attacks, helps convert nucleic acid into its 


normal metabolic stream to uric acid and thence to urea nitrogen for 
excretion. 


Recently, a tablet composed of .25 mg. of colchicine and .75 mg. of 
dexamethasone has been given orally to ten gouty patients at the onset 
of acute attacks. The therapeutic results have been excellent. 


Gout has been said to be a disease of high livers; we believe that the 
reverse is true. Men with gout live high. They are usually successful, 
have a zest for living, have great energy, and a long love life usually due 
perhaps to a stimulation from an excess of nucleic acid. 


JoHN SraicE Davis, M.D. 


135 East 65th Street ¥ 
New York, New York 
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The Physician’s Responsibility in the 
Care of the Aged 


The interest and understanding of 
a kindly physician is most impor- 
tant in the medical care of the 
aged. Much will be lost if this 
aspect of medicine is discarded. 


“TH JOB of the physician in the care 
of the aging is twofold: 


His first and most immediate concern is 
the personal care he gives to his own pa- 
tients. 


The second and one which cannot be 
shirked by the physician is his responsibil- 
ity to the community to see that the aging 
receive not only adequate but, even more 
important, the proper type of care. 


In attempting to define “Aged” or even 
“Aging” we see at once the impossibility of 
choosing any specific chronological age at 
which the practice of geriatrics begins. Some 
of our patients in the early sixties are old. 
On the other hand, we all have friends in 
their seventies who are quite youthful phys- 
ically, mentally and emotionally. Bismarck 
was the culprit who arbitrarily set the age 
of 65 for retirement. To select one example 
from many that aging is relative, Sir Win- 
ston Churchill published the fourth volume 
of his “History of the English Speaking Peo- 
ples” two years ago at the age of 84. To the 
old saying that a man is as old as he feels 
and a woman as she looks, I would add “‘and 
as old as they think”. Activity of the mind 
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HUGH H. TROUT, Jr., M.D. 


Roanoke, Virginia 


and interests outside one’s self postpone the 
aging process. 

The first thing a physician can do from 
the viewpoint of general treatment of the 
aging is one of prophylaxis. Some help can 
be given in this respect by good medical care 
in the years before old age is reached. This 
includes not only periodic checkups and 
treatment of any disability encountered, but 
also public dissemination of medical infor- 
mation of the type proper for the lay public 
to have. As an example of the former, one 
might consider the diagnosis and treatment 
of diabetes and of hypertension thus mini- 
mizing the effect of these diseases on the vas- 
cular system in later years. As an example 
of the latter, the spread of information con- 
cerning early signs of cancer, and the ill ef- 
fects of alcohol and tobacco are proper fields 
for wide dissemination of information to the 
lay public. 


In general medical treatment of patients, 
a thorough knowledge of the physical, men- 
tal, and emotional status of the patient is 
necessary. Such information can best be ac- 
quired by long knowledge and association 
of the physician with the patient. It is for 
this reason that many of the old family phy- 
sicians were so beloved and indeed so val- 
uable. Many times their judgment was 
superior to the judgment of a younger 
physician with better training and greater 
scientific knowledge. There is, however, no 
conflict between better training and greater 
scientific knowledge and one filled with 
great human understanding. Were the choice 
between these, certainly we would prefer 
our own patients, friends and selves to be 
under the care of one with great scientific 
knowledge, but one does not preclude the 
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other. In our quest for further advance- 
ment in the science of medicine, let us be 
equally diligent to drink deep in the well of 
the art of medicine. To many a “good bed- 
side manner” implies “probable poor medi- 
cine”. Actually it has nothing to do with 
the scientific knowledge of the physician. A 
good bedside manner is one part of the art of 
medicine and should be applauded rather 
than condemned. 

We must encourage the use of exercise of 
an amount and type that the patient can 
physiologically tolerate. Psychologically and 
physiologically they will be helped by occu- 
pational therapy, association with other peo- 
ple, being made to get fully dressed and 
taking an interest in their personal appear- 
ance and participation in activities: art, 
drama, knitting, and gardening. We must 
remember that the senile ones in this group 
may be going through a recession advancing 
into infancy. This year we may have a four 
year old, next year a two year old and the 
year after our patient may be six months in 
age. While this is Linden’s philosophy’ it is 
not new. Aristophanes stated “old age is but 
a second childhood”. This recessive rate may 
be slowed by the various adjunctive measures 
mentioned above. Finally, our duty is to 
know our patient. One old lady requires a 
good dirty joke daily, another a squeeze of 
the hand, a third a frank discussion of the 
medical status, and a fourth a sympathetic 
audience for her to tell of her belief in a life 
hereafter. Dr. Askey in his Presidential Ad- 
dress at the American Medical Association 
meeting stated “Let us never forget that 
the doctor must always be counsellor and 
friend”.” In no group is this truer than in 
the aged, From England, Dr. Rudd of the 
Geriatrics Division of South Hampton 
Group of Hospitals has said “Satisfactions in 
old age depend on human relationships rath- 
er than on the mechanical provision of hu- 


man needs”’.’ 


Fundamentally these patients need what 
all of us need, “The need to be needed”. 
Browning has stated, “We live by admira- 
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tion, love and praise.” Cannot we as phy- 
sicians admire them, praise them, and indeed 
love them? 

We know that an individual is the product 
of his heredity and life-long environment. 
Therefore we are not in a position to change 
the pattern so that the person will live to 
die “sustained and soothed by an unfaltering 
trust” but we can give them comfort by 
bolstering their belief in an omnipotent be- 
ing and a life hereafter which belief is such 
succor to the dying. 

We cannot leave the discussion of our 
personal responsibility to the very elderly 
without touching on the controversial sub- 
ject of euthanasia. Theoretically there is no 
medical or legal method of setting up any 
type of commission to allow a human vege- 
table or individual in torture to be put out 
of his misery. As long as there is any hope 
whatsoever of any real improvement in the 
patient’s condition, I fight to the last bitter 
gasp to prolong his life with every scientific 
method I know, but in a patient who has 
no possible hope of palliation, let alone cure, 
my conscience allows me to let that patient 
die peacefully rather than fighting for a 
few additional hours with intensive stimula- 
tion. 

For very many years now we have fought 
for ever increasing longevity statistics. We 
have succeeded largely through the effort 
of our research scientists and our own minds 
and hands. Now comes the problem of what 
to do about the aging process of the human 
body and the human mind. How do we keep 
the process of prolonging life and delaying 
senility in balance? How should we care for 
the aged and the senile as doctors and citi- 
zens? This is our second responsibility. 

There are 16 million persons in the United 
States over 65, almost one-tenth of the popu- 
lation. The socialization of medicine is being 
promoted by the government—any gov- 
ernment, Republican and Democratic— 
through this back door of “Care for the 
Aged”. So it behooves us to give it our very 
thoughtful consideration. 
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Parenthetically, but underlining our need 
for concern, I would like to quote from a 
poll taken by the Congressional Quarterly 
back in July at the start of the political 
conventions: of 364 newspaper editors the 
overwhelming majority gave “foreign pol- 
icy” first in the ten top issues of the 1960 
campaign, with “medical care for the aged” 
second, “farm policy” third, “military pre- 
paredness” fourth and so on. The 204 Sena- 
tors and Representatives who answered put 
“foreign policy” second. Their top issue was 
“medical care for the aged”. I don’t presume 
to know why our Senators and Congressmen 
would put this problem before all others, 
but it occurs to me that many of those 16 
million referred to above can and do VOTE. 

As physicians what are our responsibilities 
as members of the community? First, we 
must make every effort to insure sufficient 
numbers of capable physicians. To me there 
is no possibility of there being too many phy- 
sicians in the foreseeable future. While a 
few new medical schools have been opened 
up in the past 15 years, their number is piti- 
fully small. The population of the country 
is increasing at a much greater rate than the 
number of new physicians entering practice. 
In spite of the tremendous growth of ad- 
junct medical services, effort should be made 
to increase the physician supply. This can- 
not be done by merely asking every medical 
school to increase the number of their stu- 
dents by twenty-five per cent. This would 
only result in having poor physicians and 
decreasing the caliber of medical care that 
the public receives. The problem is quite 
complex but the necessity for adequate 
teachers and teaching facilities per student 
is fundamental. We as physicians should rec- 
ognize this problem and use our influence 
financially, politically, and morally to help 
the medical schools in their quest for good 
teachers and adequate teaching facilities and 
in the development of new medical schools. 
After World War II the medical schools 
were blessed with a plethora of applications. 
Not only was the number of applicants ex- 
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cessive but the quality was extremely high. 
We are now being asked by the medical 
schools to use our influence in interesting 
qualified young students to enter the medi- 
cal profession. The greater financial gains 
in other fields of endeavor, the fear of social- 
ized medicine, and the long hours of work 
have all been indicted as the cause of the de- 
creasing number and quality of applicants. 
Rather than combating these arguments, 
none of which can be gainsaid, should we 
not appeal to the youth with the best argu- 
ment of all: the extreme personal satisfaction 
of the life of a physician. Absence of great 
wealth and the necessity for hard work 
should not be denied, but should be counted 
as blessings. A life of “blood, sweat, and 
tears” will attract the type of student who 
will make the best doctor. 

A second community responsibility of the 
physician is to see that the aged have ade- 
quate physical care. This is accomplished in 
two ways. The better way is for the family 
to each care for their own, as was the gen- 
eral custom until this century. The older 
person is much more apt to receive the vital 
moral and spiritual help needed under this 
system than one so common at the present 
time of placing them in a “home”. We are 
all aware, however, of many instances in 
which an elderly person cannot be physically 
cared for by his family. There are also in- 
numerable situations in which the presence 
of a particular elderly individual would 
wreck a home and in this situation the “old 
peoples home”’ must do. Let us see that there 
are an adequate number of nursing homes 
of good quality and that there is an increased 
use of physical, occupational and spiritual 
therapy in these homes. 

What have we as physicians been advocat- 
ing in order that the elderly citizens will 
have proper medical care now and in the 
future? We have been urging the expansion 
of private insurance plans. This is now a 
real factor in the care of the aged as six 
out of the 16 million citizens over 65 have 
some type of health insurance coverage. Our 
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efforts should continue in seeing that the 
growth rate of the insurance coverage of the 
aged is increased. Secondly, we have urged 
the local and state governments to take their 
share of responsibility in the care of these 
citizens. Thirdly, and as a corollary to the 
second, we have fought the encroachment of 
the Federal Government. It goes without 
saying that the farther the dollar strays from 
home the less valuable it becomes. The func- 
tion of the Federal Government not only in 
this but in all areas is to take care only of 
those necessary things that the people cannot 
take care of themselves. 

We may assume that Senator Harry Byrd 
and Governor Mennon Williams have the 
same goals in view. The great difference is 
in the method of obtaining these goals. It 
is also obvious that all groups, employer and 
employee, the professional groups and the 
aged have the same goals in view. We all 
wish a Utopia with a more comfortable and 
more abundant life for all, including the 
aged. This is no more surprising than Calvin 
Coolidge’s minister being against sin. It is 
easier too for a welfare-state politician to 
pose as a humanitarian than for a politician 
who is trying to protect the soundness of the 
dollar and the savings of the elderly acquired 
over a lifetime of hard work. The conserva- 
tive is brushed off by the news analyst “as 
living in the 19th Century”. 

Are we as physicians living in the 19th 
Century? Perhaps to some extent we are. 
The world is changing rapidly and it be- 
hooves us to keep pace. I believe that with 
proper help, private initiative and industry 
are able to handle the problem better but if 
not, Federal intervention will become in- 
evitable. When the facts are in hand, let 
us face them. To quote Raymond Moley 
“There needs to be verified the number who 
need aid, the number who do not want gov- 
ernment aid, the number of children able to 
do their moral duty to their parents, and 
the number who have private insurance.” 
If possible those who still need aid should be 
helped on the local level. Should Federal as- 
sistance be deemed wise, let us not fight it, 
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but put it on a temporary basis so that the 
law will die at a certain time unless there is 
a definite proven need for its continuance. 
Once a law is on the books, there is a great 
tendency not only for it to be perpetuated 
but gradually expanded as it is illustrated so 
vividly by the social security act. We should 
also continue our efforts to expand private 
insurance coverage. If the facts do not sup- 
port need for additional federal legislation, 
an intensive campaign to give the facts to 
the American people should be made. Ulti- 
mately it is the people and not Congress who 
make the laws. Disraeli put it “All power is 
a trust; that we’re accountable for its exer- 
cise; that from the people and for the people 
all springs, and all must exist.” The Ameri- 
can Medical Association’s position is “Let’s 
help those who need help.” This is a reason- 
able proposition and one that we should 
back. In the last session of Congress, the 
Kerr-Mills bill for care of the aged was 
passed—essentially this provides federal aid 
for those states who request such aid. This 
will help cover the financial end of the 
problem until we have more facts in hand. 
At this time care for the aged under the 
social security program is being debated not 
only in the halls of Congress but also in the 
national news media. 

Let us fight the encroachment of the om- 
nipotent state. An omnipotent state may be 
able to provide for the physical care of the 
elderly but by its very character it deprives 
the aged of their need to be needed. In the 
oriental religions the aged are respected and 
the latter years are to be anticipated with 
pleasure and cherished. Cicero stated “Old 
age is the consummation of life, just as of a 
play.” In western civilization until recently 
many of our own elderly citizens obtained 
esteem and respect because of their technical 
knowledge. This is now deprived them be- 
cause of the rapid technical advances in in- 
dustry. There is a dire need for youth to 
understand the values of old age and a dire 
need for the aged to replace the instincts 
of power, reproduction, and material assets 
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by lessons of the highest spiritual value. Jung 
has stated “The psychological necessity of 
life hereafter is a goal for a happy old age.” * 
Can you imagine our Federal Government 
promoting such, in their opinion, nonsense. 
The Supreme Court might well call it un- 
constitutional. The omnipotent state pro- 
vides care but also perpetuates “the delusion 
of safety where no safety exists.” * Let us as 
physicians endeavor to provide not only the 
physical but also spiritual care for our senior 
citizens. Let us make them free, and we our- 
selves will indeed be free. 


Summary 


In all the discussions during the past year 
concerning care of the aged, only the phys- 
ical and financial aspects of the problem have 
been stressed. Hardly mentioned, but more 
important, is the mental and spiritual care 


Life expectancy may approach 120 years 
in America by the end of this century, ac- 
cording to the Journal of the American 
Medical Association. 

A steady upgrading of longevity in the 
West may reach the reputed longevity of 
certain peoples in the East, an editorial in 
the February 25th Journal said. More than 
20 Civil War veterans passed the century 
mark with the oldest living to be 117. 

There is evidence that men in Hunza 
Land, a remote and mountainous region of 
northern Pakistan, live to be 120 or even 
140. Although not’documented, such ages 
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Life Expectancy Near 120 


of these patients. The physician, as well as 
the family and the minister, should assume 
his share in this phase of therapy. We should 
also make the public, and through it the poli- 
ticians, realize that the heart of the problem 
is missed when human relations are ignored. 
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are believed to be within the limits of pos- 
sibility. 

“If scientific advances continue to be pro- 
ductive, and there is little doubt but that 
this will be factual—with eradication of 
infection, prevention of cancer, and inhibi- 
tion of progression of the degenerative dis- 
eases—life expectancy in America should 
approach that of the fabled Hunzukuts by 
the end of this century and equal that of 
the Himalayan dwellers in the 21st century. 
The problems posed by such a probability 
merit careful study.” 
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The Status of the Syndrome of Arteriomesenteric 


Occlusion of the Duodenum 


A Critical Review 


After examining this syndrome 
thoroughly the author finds that 
its importance and incidence have 


been exaggerated. 


HIS REVIEW has been designed to 

evaluate the syndrome of symptomatic 
occlusion of the duodenum by the superior 
mesenteric artery or its branches, first de- 
scribed by Rokitansky a century ago, 
claimed by some not to exist”; by others to 
be frequent, and often not diagnosed when 
present”; and by still others to exist but 
frequently Diagnos- 
tic radiology has come of age, and the time 
is ripe for such an evaluation. 


Nomenclature 


Many names have been given the syn- 
drome, most of which are inappropriate: 1. 
superior mesenteric artery syndrome: does 
not differentiate occlusion of the superior 
mesenteric artery with infarction or abdom- 
inal angina; 2. superior mesenteric artery 
occlusion of duodenum: satisfactory as far 
as it goes, but the right and middle colic 
branches may be the offending agents 
separately or with the parent artery; 3. 
duodenal regurgitation: this is especially bad 
because regurgitation within the duodenum 
and from the duodenum into the stomach 
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can be normal”, or be found with mechani- 
cal obstruction of the duodenum from any 
cause, or even with functional abnormali- 
ties; 4. duodenal stasis: this is especially poor 
because stasis is present in the decompen- 
sated stage of any mechanical obstruction, 
or even in the functional conditions, which 
indeed are much commoner than mechani- 
cal obstructions in the duodenum”; 5. duo- 
denal ileus: this is probably the worst of 
them all. Ileus, from the Greek, means to 
twist. It has been extended to mean volvu- 
lus, severe colic due to intestinal obstruc- 
tion, and when coupled with adynamic, to 
mean the silent paralytic state of the in- 
testinal tract found in many conditions; 6. 
arteriomesenteric occlusion of the duode- 
num (AOD), preceded by the appropriate 
acute, subacute, intermittent or chronic, is 
probably the best name, with the sanction 
of long usage as contrasted with the pos- 
sibly even more appropriate term, amgio- 
neuromesenteric, which acknowledges the 
possible role of the mesenteric vein and 
nerve, along with the artery, in the obstruc- 
tion. “Megaduodenum” is merely a descrip- 
tive name, meaning big duodenum, al- 
though there has been a tendency to equate 
it with aganglionosis. Because of this confu- 
sion between the specific and generic mean- 
ings (cf. megacolon) it would be better not 
to use it. 


Clinical History 


The patient is typically a young adult, 
more likely female, with a long history of 
intermittent “bilious attacks’, nausea, head- 
ache, vertigo, epigastric discomfort merging 
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into pain; these symptoms are followed by a 
day or so of vomiting and then relief. The 
attacks tend to recur after a period of rela- 
tive well-being lasting from several weeks 
to months, 

The many recorded case histories give one 
the impression of a relatively high incidence 
of women associated directly or indirectly 
with the medical profession, such as doctors’ 
wives or nurses.*”***! Indeed, both the cases 
of one report” fell into this category. If 
this impression can be proved valid, it might 
be explained by the more or less subtle pres- 
sures upon the medical attendants (clini- 
cian, radiologist, surgeon) to “produce” a 
socially and medically accéptable organic 
basis for the symptoms of one of their own 
circle. 

The inordinate frequency of the single 
marital status of these women is on even 
more certain ground. For example, in nine 
females of one series *, four were unmarried. 
Although this may be explained by assum- 
ing that the chronic disorders of these wom- 
en render them unsuitable candidates for 
marriage, it is more likely, I believe, that un- 
suitability for marriage is just another mani- 
festation of an unstable psychologic consti- 
tution (v. infra). 

More or less serious psychogenic overlay 
to frank mental disease in patients with 
AOD receives frequent attention®”*”: for 
example, such comments were made in three 
of four patients’, three of 18°’, one of a 
series of one”, one of two”, and two of 
eight.*’ Slowing of the smooth muscle (as 
well as the striated) is well accepted in cer- 
tain psychoses". The possibility is real that 
at least some of the reported examples of 
AOD are psychoneurotic or psychotic with 
secondary effects on the smooth muscle of 
the gastrointestinal tract. 

The prominence of cerebral symptoms, 
especially headache and vertigo, is noted. In 
the first quarter of this century when the 
theory of autointoxication ruled, these 
symptoms were explained on this basis. The 
“toxic” products were thought to originate 
in the stasis within the duodenum. Later, 
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the new knowledge of electrolyte depletion 
took over, especially in those cases called 
acute (v. infra). One of a series of five” 
had severe migraine since childhood. Indeed, 
the cerebral symptoms may be so prominent 
that a diagnosis of brain tumor or a typical 
neuralgia is suggested.” 

The known relation between true mi- 
graine and abdominal pains (Alvarez) and 
the definite motor disturbances produced in 
the gastrointestinal tract in a patient with 
headache, migrainous or not”, make it 
doubtful that these cases with headache 
looming large in the history were really 
AOD; they may be more logically explained 
as motor disturbances in the gastrointestinal 
tract secondary to migraine. The author 
has had severe headaches followed later in 
their course by vomiting of food eaten 12 
or more hours previously. 

It is striking that none of the “toxic” 
symptoms were found in the 31 cases of 
aganglionosis, a true duodenal stasis caused 
by congenital deficiency in the myenteric 
plexus.’ This is additional evidence that the 
“toxic” symptoms that receive such promi- 
nence in the reported cases of AOD are 
probably primary and the motor disturb- 
ances in the gastrointestinal tract, secon- 
dary. 

Summary of Comments on Clinical History 

The possible peculiarities of marital status 
and occupation, the prominence of “toxic” 
symptoms (headache and vertigo), and the 
lack of these in true organically determined 
functional obstruction (aganglionosis) , and 
the heavy psychic overlay, would exclude 
many of the patients reported as AOD as 
true examples of this syndrome. 

Physical Findings 

Patients with AOD are characteristically 
hyposthenic and lordotic. The former is 
associated with visceroptosis, commonly re- 
garded as the determining factor in AOD. 
Lordosis plays an accessory role in further 
narrowing the “legs of the compass” (aorta 
posteriorly and superior mesenteric artery 
anteriorly) with the third portion of the 
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duodenum sandwiched between. Weight loss 
is said to be due to the patient’s abstinence 
from food to avoid the customary post- 
prandial distress. 

The physical examination is otherwise 
usually normal in most patients with the 
subacute, intermittent or chronic variety of 
AOD. 

Weight gain, as well as weight loss, has 
also been called a predisposing factor in the 
syndrome.” 


Summary of Comments on Physical 
Findings 

Scarcely a paper fails to indicate the im- 
portance of weight loss in the production of 
AOD, implying that a loss of the cushion of 
mesenteric fat exposes the duodenum to the 
occlusive effects of the aorticomesenteric 
compass. I agree that such a cushion of fat 
will reduce the pressure (force per unit 
area) by its distributive effect if force were 
unchanged. Force, however, probably in- 
creases because of the addition of any tissue, 
regardless of its consistency, into the angle 
of the vascular compass. Rather than the 
rare report of the importance of weight 
gain in producing this syndrome, we should 
expect many. 


Pathophysiology 

As already noted, the mechanism of AOD 
is an abnormally, narrow angle between the 
aorta (and spine) posteriorly, and the root 
of the mesentery with its contents anteri- 
orly. Any factors that narrow this vascular 
compass favor the development of the syn- 
drome. The main acquired factors are: 
weight loss, loss of tone of the anterior ab- 
dominal musculature, and lordosis; the main 
congenital (and more important) factors 
are: visceroptosis, lordosis, and all varieties 
of shortened mesentery” and anomalous fix- 
ations of the gut, such as a well developed 
mesentery of the ascending colon*”, all 
these factors said to increase the drag on the 
superior mesenteric artery postero-caudad, 
thus narrowing the vascular angle. 

Any physical maneuvers designed to 
widen this angle such as the knee-chest posi- 
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tion, inward and upward pressure upon the 
lower abdomen, should effect relief. Al- 
though some patients volunteer relief with 
such maneuvers, most do not, nor obtain the 
theoretically probable striking relief when 
advised to perform them. In other well de- 
lineated diseases, patients often show an un- 
canny sense in ferreting out those simple 
physiologic aids that give them relief, such 
as head high and feet low in congestive car- 
diopathies, and the assumption of certain 
positions that tend to lessen the movement 
of opposing pleuritic surfaces. I believe that 
if the pathophysiology of AOD were so 
mechanically simple as herein indicated, 
many more patients would have saved them- 
selves the long years of chronic ill health al- 
legedly caused by AOD. 

The rarity of mention of degenerative 
disease as a factor in the production of AOD 
is indeed striking, if its mechanism is such 
as we have described above. The only such 
reference I found was Case”: he quotes 
Brin and Deneschau who “cite an interest- 
ing case in which there was the added factor 
of atheroma of the superior mesenteric 
artery and a considerable augmentation of 
size of the mesenteric root”. Occlusive dis- 
ease in the chest (arteriosclerosis of the de- 
scending aorta posteriorly and cardiomegaly 
anteriorly), effecting obstruction in the 
esophagus with dysphagia, mild dilatation 
and hang-up of barium, is well documented 
in the literature of England.** It would be 
natural, therefore, to expect degenerative 
disease of the arteries to play a significant 
role in AOD, which apparently it does not. 
Note the young age incidence of AOD. 

That AOD is not a purely mechanical 
syndrome receives some support in the 
literature.“ For example, all the patients 
in one series” had stigmata of a neurovege- 
tative disorder. Importance of fatigue and 
nervous strain in precipitating symptomatic 
episodes of AOD indicate that “neuro-mus- 
cular derangement” also is an important 
etiologic factor.” 

Hence, any discussion of AOD leads per- 
force into consideration of functional dis- 
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turbance of the duodenum, by which many 
authors explain the clinical and radiologic 
picture of AOD that by others would be 
considered incontrovertible. Even in 1927, 
Bloom and Arens (quoted in ref. 67) repre- 
sent the departure from the pure mechani- 
cal “party-line”: they reported on 200 
patients showing duodenal stasis, 50 of 
whom were operated upon. In 40 of these 
50, an irritative focus was found near-by, 
such as gallbladder disease, duodenal ulcer, 
and appendicitis. Chronic duodenal stasis 
from mechanical obstruction of all varieties 
is, in their opinion, rare. Similar opinion was 
held by Widmann“ two years later: ‘“Duo- 
denal irregularities, spasticities, dilatation 
and stasis, and obstruction are frequently as- 
sociated with and sometimes produced by 
pathology in the adjacent viscera. The 


upon etiologic factors”, further subdivided 
into abdominal and extra-abdominal®, and 
probable /ocus and modus operandi of these 
several factors.” The reader must consult 
these last four papers for details, but let it 
suffice that a wide variety of conditions can 
lead to a big duodenum in the absence of 
mechanical discontinuity of the lumen, and 
these are not unusual: 

A. Viscero-visceral reflexes: gastro-duo- 
denal inflammatory, calculous or neoplastic 
disease; inflammatory or neoplastic disease 
in the rest of the enteric tract, genital 
tract”, urinary tract, thoracic organs; and 
even trauma.” 

B. Toxic: certain drugs, such as cincho- 
phen™, phenylbutazone® and of course, 
morphine, especially in the stage of addic- 
tion when only the bulb or the entire duo- 


TABLE 1 


Disease in Distant Organs 
Stomach 


Disease in Adjacent 


> 
Organs Pancreas 


Biliary tree 


Intrinsic Disease 


stomach, gallbladder, pancreas, colon, ap- 
pendix, and lymph glands—in fact, almost 
any inflammatory condition in the abdomen 
—miay cause chronic duodenal stasis.” 

Kamieth”' in a fruitful discussion of the 
functional abnormalities of the duodenum 
reported on 50 patients with motility and 
tonus disturbances (34 spastic and 16 hypo- 
tonic) representing about 4% of his routine 
gastrointestinal material. Tonus changes 
were commonly found with disease in the 
neighboring organs, especially the biliary 
tree, but also at times in distant organs. 
(Table 1) 

Even more extensive classifications of 
stasis (atonic and hypertonic) can be based 
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splinter in brain 


| organic (gastritis) 
{ 


| functional 


| organic 


| functional 
| organic 


| functional 


duodenal ulcer 


denum may be dilated even with megacolon 
and megaesophagus.” 

C. Central origin: epilepsy cured by ab- 
lation of cortical scar in parietal region”; 
migraine; certain psychoses. 

D. Endocrine hypothyroidism (megaco- 
lon is noted in some of these patients as 
well) ; probably hypo-ovarianism and hypo- 
pituitary states. 

E. Miscellaneous. avitaminosis (megadu- 
odenum noted with megaesophagus in ex- 
perimental beri-beri in the pigeon); por- 
phyrinuria (primary and secondary to lead 
intoxication) ; acid-base disorders. 


F. Unknown. 


Because of the daily importance of ulcer, 
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biliary and pancreatic disease in the produc- 
tion of the big duodenum, these three will 
be discussed in detail: 

1. Peptic Ulcer. A fantastically high as- 
sociation of gastic or duodenal ulcer, or gas- 
tritis, is reported with AOD: one of two 
cases”™”**; two of six cases‘; one of eight 
cases,” and one of four”. Similarly, a high 
association of ulcer with big duodena or du- 
odenal stasis is found: 19 of 75 cases; and, 
from a different point of view, 54 of 264 
cases of duodenal ulcer were found to have 
partial mechanical obstruction near the du- 
odenojejunal flexure.” Note, however, that 
43 of these 54 patients had some other dis- 
ease in the gallbladder, appendix, etc., but 
the final clinical recovery from ulcer in all 
these patients was so satisfactory following 
relief of the obstruction, that it was held 
this must be at least one of the causes of 
ulcer. The first theory, then, holds that all 
kinds of obstruction near the duodenoje- 
junal flexure, including AOD, can cause 
peptic ulcer. 

The second theory holds that ulcer pre- 
disposes towards AOD by the excessive 
motor activity of the duodenum incident to 
the ulcer working in the presence of an 
underlying tendency towards the occlusion.’ 

The third theory ascribes the dilatation of 
the duodenum bearing an ulcer to adhesions 
from this ulcer.” 

The fourth theory holds that ulcer pre- 
disposes to AOD by causing the patient to 
lose weight.” 

More convincing than any of the evidence 
that AOD causes peptic ulcer proximal to 
the vascular occlusion is the interesting 
patient presented by Bernard, et al.’ This 
was a 48 year old female with an anomalous 
preduodenal portal vein compressing the an- 
terior aspect of the first portion of the duo- 
denum at its junction with the second. The 
bulb contained an 8 mm. ulcer that “may 
reflect the consequences of stasis”. Although 
this vascular occlusion was an anomalous 
vein and not the superior mesenteric artery, 
the evidence is at least suggestive that the 
vein was a factor in the proximal (bulbar) 
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dilatation of the duodenum, and a possible 
factor in the pathogenesis of the ulcer. 
Nevertheless, a primary duodenal ulcer 
causing reflex dilatation limited to the bulb, 
enhancing the previous dilatation from the 
occluding vein, remains a possibility that 
cannot be excluded. 

That the ulcer is primary and the dilata- 
tion of varying increments of the remaining 
duodenum is secondary to the ulcer is 
strongly suggested by Paterson’s findings‘: 
In 855 barium meal examinations, two 
showed megaduodenum and 11 showed 
megajejunum, all 13 associated with peptic 
ulcer. Hence, AOD is excluded because the 
dilatation commonly extended into the je- 
junum. (See also ref. 29 and 55). Mega- 
jejunum, associated with ulcer, is not com- 
monly identified by others, probably because 
minor degrees escape notice unless specifical- 
ly sought. Even more cogent evidence is my 
(and that of others”) experience. The du- 
odenum may vary from normal to greatly 
dilated on successive examinations done to 
follow the course of an ulcer, and even dur- 
ing the same examination; I have had, in 
addition, two patients that presented great- 
ly dilated duodena at the operating table, 
but duodena of normal caliber on the pre- 
operative radiologic studies: one was later 
found to have an intense gastritis and the 
other a duodenal ulcer. Both had the anlage 
for viscero-visceral reflex dilatation and it 
is entirely likely that the addition of a sec- 
ond factor, general anesthesia, was enough 
to make the dilatation so strikingly evident 
at the operating table. 

2. Biliary tract disease. That biliary tract 
disease can be associated with functional du- 
odenal dilatation has been well docu- 
mented." Gray and Garrett” indicate 
that AOD can produce a chain of symptoms 
much suggesting disease in the biliary tract. 
I cannot be certain how completely gall- 
bladder disease has been excluded in those 
cases with clinical pictures suggesting this. 
Palpation at the operating table can not ex- 
clude stones of the smallest size; nor will 
the older techniques of radiologic explora- 
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tion.'” Possibly more attention should be 
given to the functional disturbances of the 
biliary tree as revealed by the operative 
manometric techniques with radiologic con- 
trol of Mallet-Guy and his school.*® In an 
experience with 1300 patients over nine 
years, he had 55 with hypertony (29 with 
hypertony of the gallbladder, 26 with hy- 
pertony of the sphincter of Oddi) and 43 
with biliary hypotony. Each of these two 
classes had a corresponding functional duo- 
denal type: with biliary hypertony, the 
bulb may fill well, but small with irregular 
edges, even resembling an ulcer; the rest of 
the loop is of normal to small contour, with 
frequent vigorous to and fro peristalsis. 
With biliary hypotony, transit is slow be- 
cause of lack of peristalsis in the duodenum; 
the bulb is larger than normal with regular 
edges; the loop shows a generally increasing 
caliber up to the third portion where there 
is stasis with dilatation. Just to the left of 
this the caliber suddenly becomes normal. 
Some of the obviously gastric symptoms of 
patients with gallbladder disease may be 
nicely explained by these reflex changes in 
the duodenum (and stomach). This func- 
tional relation between the gallbladder and 
duodenum is to be expected because of their 
close embryologic development. 

There are still other signs of close rela- 
tionship between the biliary tree and duo- 
denum: a 49 year old woman with a stone 
in the common duct presented a radiologic 
“obstruction” in the third portion of the 
duodenum with gastric and duodenal re- 
tention during an acute attack.” After the 
attack, the gastrointestinal tract returned 
to normal. 

A persistent air-fluid level in the duodenal 
bulb with the patient upright should put the 
examiner on his guard for disease in the 
biliary tree.” The level tends to persist even 
after the gallbladder disease subsides or after 
a cholecystectomy.™ 

Chocholac™ presents interesting data on 
the mechanism of the functional relation- 
ship between biliary tree and duodenum. He 
believes that the proper amount of bile with- 
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in the duodenum, as regulated by a properly 
functioning sphincter of Oddi, controls 
normal motor function of the duodenum, 
and, through the normal production of en- 
terogastrone, controls the emptying time of 
the stomach. The functional disturbances 
(spasm, atony) of the sphincter are usually 
conditioned by diseases in surrounding 
organs, such as diseases in the biliary tree it- 
self, gastrointestinal tract, pancreas, and 
certain drugs (morphine, chlorpromazine). 
When there is uncoordinated, insufficient 
bile in the duodenum, activity of the duo- 
denum and the rest of the small intestine is 
inhibited, and gastric evacuation hastened 
(inadequate production of enterogastrone 
because of the bile insufficiency). Morphine 
leads to persistent spasm of the sphincter of 
Oddi for two to four hours, and the gall- 
bladder under the influence of morphine 
does not empty even after a fatty meal. 
The tonus of the small intestine is lessened, 
and the peristalsis reduced. (Chocholac’s 
figure 7 indicates clearly that the dilatation 
in the duodenum ends at the junction with 
the jejunum, a frequent physiologic “cross- 
over point” in the matter of caliber.) A di- 
rect action of morphine on the intestinal 
wall is of course also likely. 

The mechanism of the action of chlor- 
promazine on the duodenum is very differ- 
ent from that of morphine: whereas there 
is also a direct action on the wall, the re- 
duced motility and hypotonia are related to 
the subnormal flow of bile conditioned by 
the hypotonia of the sphincter of Oddi, and 
the depressed secretion of bile by the liver 
cells. In contrast to morphine, which en- 
hances the density of the contrast-filled gall- 
bladder, chlorpromazine has no effect. 

3. Pancreatitis. Functional changes in 
the duodenum are more common with acute 
than chronic disease in the pancreas. That 
such a functional relationship exists between 
the two organs is not unexpected because of 
the intimate embryologic development. Six 
patients of 43 barium meal examinations in 
acute pancreatitis showed dilated duodena 
and pooling of the medium; three patients 
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were found to have irritable duodena." Two 
children with mumps presented radiologic 
findings in the duodenum that have come 
to be regarded as evidence of pancreatitis‘: 
dilatation of the genu inferius, lively ir- 
regular fluctuations in tone, and strong 
pendulum motions in the descending duo- 
denum. The barium falling down thru a 
narrowed descending duodenum with the 
patient upright into a widened genu in- 
ferius gives rise to the fanciful “water-can 
sign”. 

Persistent retrograde peristalsis in the 
third portion of the duodenum suggests ne- 
oplastic and other mucosal lesions in this 
segment as well as neoplastic and inflam- 
matory disease in the retroperitoneal tis- 
sues.”! 

Although it has been suggested” that du- 
odenal stasis causes the inflammatory disease 
in the neighboring organs (biliary tree, 
pancreas, ulcer) by stasis and ascending in- 
fection, the bulk of the evidence supports 
the opinion that the functional changes in 
the duodenum, so often reported as AOD, 
are viscero-visceral reflexes from primary 
diseases in these neighboring organs. 

It has been repeatedly demonstrated that 
functional dilatation of the duodenum, 
while commonly ending at the point of 
crossing of the superior mesenteric artery, 
(thus often giving rise to the diagnosis of 
AOD), may stop short of this point or extend 
beyond. That a normal narrowing exists in 
this segment of the duodenum is well docu- 
indeed, physiologic 
sphincter may exist here.” Casts of post- 
mortem duodena commonly show the im- 
pression of the superior mesenteric artery 
anteriorly, and at times those of its branches. 
Palpation of the pulsations of the superior 
mesenteric artery by a finger within the du- 
odenum during surgery can not be con- 
sidered abnormal. An impression upon the 
duodenum before dilatation has occurred 
will become even greater after dilatation. 
It is much more logical, I believe, to regard 
many of those cases reported as AOD as 
functional dilatation; the role of the su- 
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perior mesenteric artery is circumstantial in 
the truest sense (circumstare, to stand 
around). 

There is anatomic support for the dif- 
ferences in motor activity between the duo- 
denum and the rest of the small intestine”: 
the duodenum has a characteristic ratio of 
the two types of intramural ganglion cells, 
the smaller multipolar cells and the larger 
cells with fewer or only one dendrite. 


Summary of Comments on Pathophysiology 


Functional dilatation of the duodenum is 
far commoner than dilatation from all 
mechanical causes (bands, adhesions, intrin- 
sic and extrinsic tumor, AOD, etc.). Dis- 
ease in the gastrointestinal tract itself, bili- 
ary tree, and pancreas is the commonest 
cause for such functional dilatation. Nar- 
rowing at the duodenojejunal segment and 
impression of the superior mesenteric artery 
upon the anterior surface of the duodenum 
are normal findings. This impression be- 
comes deeper, the more the duodenum be- 
comes dilated. It is this condition, I believe, 
that has given rise to most of the diagnoses 
of AOD made at the operating table, the 
role of the superior mesenteric artery being 
circumstantial. 


Radiologic Findings 


The diagnosis of AOD is primarily radi- 
ologic. Nevertheless, one reads: “roentgeno- 
grams cannot possibly demonstrate the 
condition except when a fair degree of 
duodenal dilatation has taken place. ... All 
evidence. . . . must be fluoroscopic. . . .”" 
Further, “It must be remembered, also, that 
the absence of typical roentgen signs of 
arteriomesenteric occlusion of the duode- 
num during any given examinations is by 
no means definitely conclusive and does not 
serve to eliminate the possible existence of 
this syndrome.” In my opinion, any par- 
tially obstructive syndrome of the intestinal 
tract responsible for the patient’s woes of 
many years should be expected to give radi- 
ologic findings certainly during the period 
of actual symptoms. 
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The usually accepted radiologic criteria 
of AOD are these”: vigorous to and fro 
motion of duodenal contents; dilatation of 
third part of duodenum with a sharp cut-off 
a little to the right of the spine; in the ab- 
sence of frank dilatation, an abnormal dis- 
tensibility”; regurgitation into the stomach 
with variable degrees of stasis in the duo- 
denum and stomach. 

Before these criteria can be accepted, 
normal findings in the duodenum must be 
determined. Although many of the earlier 
radiologists, as well as some of the later 
ones, were all aware that to and fro move- 
ments in the duodenum were normal’"**" 
“4° it is surprising how often this has been 
negated.*”""*” A narrowing of the lumen in 
the duodenojejunal segment and a mild 
“difficulty” of passage of the barium, es- 
pecially in supine hyposthenic patients, are 
completely 

Certain limitations of diagnostic radi- 
ology in the gastrointestinal tract, well 
known to radiologists, must be accepted. 
The differential diagnosis between dynamic 
and adynamic ileus of multiple, distended 
loops of small intestine, can still give the 
most experienced of us difficulty, even 
though an abnormal state is at once recog- 
nized. In the duodenum, however, there 
may be a considerable range of opinion con- 
cerning the presence or absence even of ab- 
normality, let alone the type. For example, 
dilatation of the duodenum in routine gas- 
trointestinal material may vary from 4 to 
20% according to the criteria of the ob- 
server.” 

Fanardshew (quoted by Petren“) indi- 
cated that even radiology has not led to a 
satisfactory solution of the problem of ste- 
noses in the third portion of the duodenum. 
The radiologic distinction between func- 
tional and organic obstruction in the duode- 
num is very “delicate”.™ Dilatation consid- 
ered mechanical (AOD) by radiology were 
later found due to cinchophen or ulcerative 
colitis”, or cause completely unknown even 
following surgical exploration. Radiological 
findings of duodenal abnormality may be 
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so indecisive that we are admonished to 
weigh the clinical history, physical signs in- 
cluding the bodily habitus, before reaching 
a decision.” 

Changing the bodily position has been 
said to release the obstruction in AOD, 
and this release has been called of special di- 
agnostic significance in the diagnosis.’ It 
is more likely, in my opinion, to indicate an 
absence of clinically significant obstruction, 
and an example of those momentary stops 
incident to habitus. 

Even the vigor of the writhing to and fro 
movements in the duodenum has been con- 
trarily evaluated as a sign of organic vs. 
functional dilatation: the waves are 
“brutal” in mechanical obstruction™; in 
functional difficulties, they are more in- 
tense and persistent.” 

Other more obvious limitations of radiol- 
ogy in evaluating a large duodenum may be 
mentioned: lesions in the gastrointestinal 
canal, biliary tree, pancreas, and other 
organs may be radiologically silent, thus 
with no support for the conception of func- 
tional dilatation. I have studied one such 
patient with an intense gastritis diagnosable 
only microscopically, and another patient 
who was found to have a bulbar ulcer only 
after several radiologic examinations. The 
intense interest in the dilated duodenum 
may direct the attention of the radiologist 
away from the more proximal reaches in an 
effort to demonstrate an obstructing factor 
distally.“ 

Although all radiologists insist on visual- 
izing the actual details of an obstruction in 
the colon, for example, many are willing to 
diagnose a mechanical obstruction in the 
duodenum on little more evidence than 
stasis ending at a certain place that vaguely 
corresponds to the course of the superior 
mesenteric artery. Some illustrations in the 
literature purporting to show the abrupt 
cut-off of the duodenum are, I believe, just 
the impression of the right psoas muscle be- 
neath.” A similar cut-off due to similar 
mechanism is well recognized in the dilated 
(and even normal) renal pelvis. 
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Roentgenograms attempting to show the 
beneficial effects of surgery would do well 
to be identical projections before and 
after.“ An oblique view, for example, with 
“puddling” in the genu inferius, and some 
superimposition of the second and third por- 
tions of the duodenum may give rise to the 
impression of dilatation. Many of the il- 
lustrations in the literature purporting to 
show AOD are, in my opinion, consistent 
with a normal examination. Many of these, 
indeed, looked more normal than McLaren’s 
et al.” figure 224 of a healthy subject: the 
duodenum is full, and even after 17 seconds 
no barium has passed the duodenojejunal 
segment. 

A new and possibly fruitful method of 
radiologic study of functional disorders of 
the duodenum may well be use of the kymo- 
cassette.” 


Summary of Comments on the Radiologic 
Findings 


Recognition that many of the radiologic 
findings heretofore regarded as character- 
istic of AOD are normal is imperative. Un- 
less radiologic details of intraluminal or ex- 
traluminal obstruction are clearly evident, it 
were better to consider the dilatation func- 
tional until proved otherwise. Functional 
dilatations are much more common than 
mechanical from all causes, including AOD. 


Operative and Autopsy Findings 


The frequent use of the words apparent, 
presumably, etc.” in many of the opera- 
tive descriptions of AOD is striking. I re- 
ceive the impression that often the surgeon 
himself was not entirely convinced of his 
findings, and, faute de mieux, the superior 
mesenteric artery was implicated circum- 
stantially (as already noted, it was standing 
around). The shortcomings of the surgical 
diagnosis of AOD and other lesions in the 
third portion of the duodenum have re- 
perience shows that it is often difficult, or 
even impossible, to discover the cause of the 
affection [big duodenum] by operation”.“° 
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And this from a surgeon: “It is by no means 
an easy matter to judge the size, shape, 
and character of the duodenum, due to the 
inaccessibility of the organ and its rather 
firm posterior fixation. It is, therefore, not 
surprising that the obstruction may be 
overlooked even by the most competent 
surgeon if a pre-operative diagnosis has not 
been made or suggested.” 

Nor is the satisfactory post-operative 
course, even with prolonged follow-up, 
proof that the diagnosis of AOD was cor- 
rect. Note that frequent improvement can 
follow surgery for almost anything, as, for 
example, a normal appendix; bed rest, good 
food, psychologic pampering”, and even an 
endocrine boost incident to the surgical 
stress may all play a role. 

Nor is post-mortem observation infal- 
lible. Petren’s*’ detailed study of a patient 
in whom autopsy showed the mesenteric ves- 
sels dividing the duodenum into normal and 
abnormal segments, old tuberculous perito- 
nitis, still led to no certain conclusion about 
the cause of the big duodenum. The limita- 
tions of autopsy is again demonstrated to 
the author by Wells’s® case, presented as 
AOD but looking much like an example of 
acute gastric dilatation (v. infra) following 
a dietary indiscretion with rutabagas. 


Summary of Comments on Operative and 
Autopsy Findings 

Findings at the operating table are often 
indecisive because of the technical difficul- 
ties in examining the duodenum completely. 
A good post-operative course never proves a 
diagnosis. Even explanations of a large duo- 
denum furnished by autopsy may be open to 
question because of the dynamic nature of 


AOD. 


Treatment 


Standard therapy of AOD is medical 
first, especially exercises to strengthen the 
abdominal muscles, lying prone or in the 
knee-chest position after small and frequent 
feedings, and surgery only if these conserva- 
tive measures fail. Surgical measures are 


duodenojejunostomy, or mobilization of the 
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duodenum caudad”™ to relieve the duodenum 
from the pinch of the arterial compass. 

Splanchnic block has been suggested to 
differentiate the functional from the me- 
chanical dilatations of the duodenum.” 

Psychotherapy has been suggested as ad- 
junctive treatment in AOD‘, and as primary 
therapy in the spastic variety of functional 
aberration of the duodenum.” 

Canlas'® reports that medical manage- 
ment is needed after surgical treatment, and 
indeed, gives better results than surgical at- 
tack. Further, operation is to be avoided in 
the mild cases of AOD." How odd are these 
statements, if AOD is a true mechanically 
determined occlusive syndrome! 

Inadequate follow-up characterized the 
reports of many patients with AOD.” 
Further, this reviewer was impressed with 
the mildness of the improvement following 
treatment in many of the cases. 


Summary of Comments on Treatment 


There is widespread doubt that surgical 
measures alone suffice for treating AOD. 
This is incomprehensible: elsewhere along 
the intestinal tube, surgery for simple ob- 
struction is a totally curative measure. 


Is AOD a True Syndrome? 


It must now be apparent that many, if 
not most, of the patients reported with 
AOD are very doubtful examples. Often 
the radiologic criteria used for making the 
diagnosis were normal findings. The many 
reported patients with associated ulcer can 
best be regarded as having a functional en- 
largement of the duodenum. Many patients 
reported with AOD had obvious associated 
disease, such as six of 11 cases with retro- 
peritoneal disease.” One had a deficiency 
pattern in the small intestine.” It is impos- 
sible to determine how effectively disease in 
the surrounding (or distant) organs was 
excluded as potential factors in the big duo- 
denum. It is at times difficult to exclude 
cases with certain congenital abnormalities 
that properly take them from the class of 
AOD, such as a fibrous mass in the mesen- 
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teric pedicle”, local mesenteric abnormali- 
ties”, and a thick peritoneal induration 
ensheathing the superior mesenteric vessels.” 

Even after excluding the many doubtful 
examples of AOD, there remains a number 
of cases that must be considered authentic: 
Bonte’s® 15 day old patient ( but why did the 
child die despite surgical relief of the ob- 
struction—“simply exaggeration of normal 
anatomy’’?) ; Campbell’s case* in a two year 
old; Prouty’s first patient”; and probably 
several others as well. Nordentoft*’, obvi- 
ously a skeptic regarding AOD, feels that 
certain definite cases have been reported in 
the Scandinavian literature [noted for its 
radiologic excellence—C.V.C. ], and he does 
not agree with the other skeptic, Robert- 
son” and others that AOD should be rele- 
gated to history. Nevertheless, Nordentoft’s 
sage counsel that additional cases of mega- 
duodenum should be collected and studied, 
and not dismissed with the ready explana- 
tion of AOD, should be foilowed. 

Wilkie” was originally so enthusiastic 
about AOD that it came to be known as 
Wilkie’s disease. If I interpret his later paper 
correctly", there is some disenchantment: 
many of his cases had recurrences, which 
he ascribed to lack of proper post-operative 
care, especially postural exercises. Nine of 
his §7 cases (duodenal obstruction from all 
causes) showed no improvement: these were 
the marked visceroptotics, some of whom 
had several previous operations. Surgery 
gave best results in those patients with a 
definite gross anatomic abnormality or gross 
pathologic process in the root of the mesen- 
tery. Where the duodenum was found di- 
lated, but no very obvious obstructing cause 
[conforming with most of the cases re- 
ported as AOD?—C.V.C. ], short-circuiting 
operation gave most uncertain results. And 
finally, arriving at the importance of the 
viewpoint of functional dilatation without 
so stating it, he claims that dilatation of the 
duodenum may apparently be present with- 
out any mechanical obstruction, for reasons 
yet unknown, and the drainage operation in 
this class of case is relatively ineffective. 
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Before this review is brought to a close, 
some comments are in order about acute gas- 
tric dilatation (or atony, or paralysis) , which 
has been interpreted by some as the acute 
variety of AOD”, or which demands at 
least some degree of AOD for its develop- 
ment.’ Other opinion, and I think correctly, 
holds that the condition is not readily ex- 
plained by pressure of the mesenteric ves- 
sels’, and that this and AOD are distinct 
entities.” Although the master surgeon 
Bloodgood’s name has been constantly asso- 
ciated with AOD, he was writing’ about 
acute gastric dilatation and felt that the pull 
of the mesentery did not explain the picture, 
especially in those cases where the dilatation 
extends into the jejunum. He supports his 
claim that this is not a mechanical obstruc- 
tion by illustrating the very significant clin- 
ical differences between this and true high 
organic obstruction of the gut. He consid- 
ered some toxic agent in a weakened patient 
the probable cause. 

Robertson” and others divide the acute 
syndrome into five groups: 1. No apparent 
cause, even detectable after death; 2. Some 
definite lesion found elsewhere, such as 
pneunomia, typhoid, or other severe infec- 
tion; 3. Some surgical procedure done under 
a general anesthetic; 4. Dietary indiscre- 
tion”, and 5. Following an injury with or 
without application of a body cast (the cast 
syndrome). That the patient’s course may 
continue to death, even though the cast has 
been removed”, makes it unlikely that sim- 
ple fixation in hyperextension with AOD is 
the primary cause. 

Rather than a simple mechanical syn- 
drome, acute gastric dilatation must repre- 
sent a severe disturbance in the autonomic 
innervation of the stomach and of varying 
increments of the small intestine: motor 
activity is lost, and there is massive accu- 
mulation of gastric secretion. A similar con- 
dition has been produced experimentally” 
by interruption of the gastric autonomic 
nerves, exclusion of the intramural nervous 
system, and stimulation of gastric secretion 
by histamine. 
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Some of the patients in the first group 
have had an associated psychologic difficul- 
ty; one patient I studied had a schizoid aura. 

It is my opinion that acute gastric dila- 
tation is essentially different from AOD, 
and should not be discussed with it. 


Conclusions 


1. The prominence of “toxic” symptoms, 
of psychic overlay, of single marital status 
of the predominant females, the frequency 
of nurses and doctors’ wives among the suf- 
ferers; 

2. The prominence of functional dila- 
tation, dependent upon disease in the sur- 
rounding viscera, such as peptic ulcer, 
gallstones, and pancreatitis; 

3. The equivocal and inconstant radio- 
logic pictures; 

4. The shortcomings of surgery and au- 
topsy as diagnostic measures; 

§. The frequent lack of definitive cure 
following surgery for a supposedly mechani- 
cal obstruction syndrome, and the frequent 
need for adjunctive therapy, both psycho- 
therapy and physical therapy; 

All suggest the wide over-diagnosis of 
the syndrome, although some authentic ex- 
amples probably exist. 

6. Acute gastric dilatation should not be 
considered with AOD, but sui generis. 
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Management of Complex Facial Injuries 


Every practicing doctor of medi- 
cine is called upon at times to treat 
the patient who has suffered facial 
injuries. The prevention of per- 
manent disfigurement of the face 
and serious disturbances of func- 
tion frequently depend on pri- 


mary treatment of such injuries. 


HE PATIENT who sustains severe fa- 

cial injuries frequently has been sub- 
jected to forces causing soft tissue and bony 
injury in other parts, further complicating 
the management of the facial problem. Con- 
versely, the patient who sustains multiple 
body injuries may have facial injuries which 
are overlooked. The term Complex Facial 
Injuries, as used here, refers primarily to 
multiple fractures of the facial skeleton and 
extensive soft tissue facial injuries. 

The general surgeon, the otolarnygologist, 
the neurosurgeon, the ophthalmologist and 
the dentists may be called on to manage the 
patient with facial injuries. Unquestion- 
tionably, the general surgeon is best equipped 
from the standpoint of training and index 
of suspicion, derived from daily contact, to 
manage the individual with mutiple body 
injuries. The orthopedist, neurosurgeon and 
are frequently called 
upon to assist or to assume responsibility for 
management of the patient as determined by 
the location and type of injury. (Fig. 1) 

Presented at the meeting of Virginia Society of 
Ophthalmology and Otolaryngology, Williamsburg, 
April 29, 1960. 
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JOHN B. GORMAN, M.D. 
JAMES R. GORMAN, M.D. 
Lynchburg, Virginia 


THE DENTAL LABORATORY WITH THE SERV- 
ICES OF TRAINED TECHNICIANS OFFERS IN- 
VALUABLE AID TO THE OTOLARYNGOLOGIST 
IN CARING FOR FACIAL IN JURIES OF A COM- 
LEX NATURE. 


Fig. 1A. Partial avulsion of nose; trap-door flap— 
left cheek. 


Fig. 1B. No functional impairment. Fine scar left nose 
and cheek. 
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The principles of treatment of multiple 
fractures: definitive treatment, particularly 
in the presence of compound wounds, is car- 
ried out promptly whenever possible. In the 
presence of multiple fractures, blood replace- 
ment, therapeutic (Fig. 2) or prophylactic 
tracheotomy, massive antibiotic therapy and 


Fig. 2A. Comminuted fracture of right zygoma; com- 
minuted compound fracture of nose. Complete respira- 
tory obstruction following unconsciousness and bleeding. 

Alertness on part of general surgeon and prompt 

tracheotomy resulted in survival. 


Fig. 2B. Following correction of nose and zygoma in- 
juries. 
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a detailed general examination are of prime 
importance. An important adjunct fre- 
quently overlooked for management of soft 
tissue injury is the PREssURE (BURN TyPE) 
dressing which accomplishes control of soft 
tissue hemorrhage and swelling, improves 
blood supply by preventing venous stasis and 
provides stability to soft tissues. (Fig. 3) The 


Fig. 3. One of sixteen from head-on collision. Meticulous 
subcutaneous closure after extensive undermining, use 
of pressure dressings, etc. gave result seen in Fig. 9A 
and Fig. 9B. 


pressure dressing is imperative when skin has 
had to be trimmed and replaced. With full 
thickness free graft or where other grafting 
procedures are done, the pressure dressing 
is mandatory. 

In cases where soft tissue and bony facial 
injury must await correction of blood vol- 
ume and stabilizing of the patient’s general 
condition, decreased scarring is promoted by 
appropriate dressings. 

Interdental eyelet wiring, or more com- 
monly, use of prefabricated arch bars, for 
example, the Ehrich arch bar and elastic band 
intermaxillary traction are of considerable 
aid. In the presence of multiple fractures, 
however, permanent fixation and proper 
alignment of combined fractures of the 
maxilla, nose and zygoma or combined frac- 
tures of the maxilla and mandible call for 
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other techniques in conjunction with and 
sometimes separately from the use of wiring 
or the use of arch bars. 

Where there are COMBINED maxilla and 
mandible fractures, the first consideration is 
restoration of dental occlusion.’ In cases of 
this type, it is our policy to obtain impres- 
sions of the dentition and to make a cast of 
the upper and lower teeth mounted in an 
articulator. In fact, this can be of assistance 
in cases of multiple fractures of the man- 
dible alone. The articulated model is an aid 
in determining the occlusion, which is finally 
established in the oral cavity by means of 
surgery. Mandibular fractures are reduced 
and immobolized first by whatever means 
indicated, whether interosseous wiring, 
banded retention splint, or other intraoral 
or external appliances. The mandible can 
then serve as a guide in restoration of the 
maxillary parts. The teeth of the mandible 
are forced against those of the maxilla by 
means of intermaxillary bands. Direct wir- 
ing from the intraoral appliances to the 
zygoma may then be carried out. Where the 
zygoma is involved in the fracture, the wire 
may be carried to the frontal bone,’ in back 
of the zygomatic process. Rarely, a head 
cap may be necessary. 

Middle third facial fractures are less com- 
plicated when the mandible is not involved. 
However, the same principles previously 
outlined are still valid. 

The principle of immobilizing the maxilla 
with restoration of the normal relationship 
to the mandible is of prime consideration. 

In cases where the zygoma is simply im- 
pacted but not comminuted, correction may 
be carried out by open reduction with direct 
interosseous wiring; this is the best method 
when associated with complex facial frac- 
tures. The suspension method and, at least 
in the hands of the otolaryngologists,' the 
simple transantral method gives good results. 


Case Reports 


Case 1. This thirty-two year old colored 
male was admitted to the emergency room 
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of the Lynchburg General Hospital in acute 
distress, totally uncooperative and thrashing 
around on the stretcher. 

Examination by the general surgeon re- 
vealed multiple lacerations of the frontal and 
periorbital areas with comminution and de- 
pression of the frontal bone. There was 
epistaxis with cerebrospinal fluid present in 
the blood from the nose. The eyes were not 
visible because of the marked periorbital 
swelling. The entire frontal area was in- 
volved in a comminuted depressed fracture. 
There were multiple tears in the dura 
through which blood and some cerebral cor- 
tex were seen. Both maxilla were “floating” 
along with the nose and infraorbital rims in 
a bilateral LaForte II fracture. 

Whole blood replacement was begun; one 
hour after being admitted, the patient’s gen- 
eral condition was satisfactory for general 
anesthesia and the emergency operative pro- 
cedures were begun. 

The frontal area was exposed through the 
lacerations, skin flaps were developed and 
turned back. Fragments were returned to 
place and loose smaller fragments were re- 
moved. A large portion of the anterior skull 
vault was devoid of bony support. Clots of 
bone fragments were cleaned and the drain 
was inserted and brought out through the 
left eyebrow to drain the frontal sinuses. 

A tracheotomy was carried out. The pa- 
tient’s postoperative condition was fair. 

Following stabilization of the patient’s 
condition, correction of the bilateral frac- 
tures of the maxilla was carried out under 
general anesthesia via the tracheotomy tube. 
The extensive fracture of the frontal sinuses 
and frontal bone precluded the use of a head 
cap or wiring to the frontal bone. 

A Kirschner wire was placed through a 
fine incision in the skin over the right zy- 
goma and passed through the right upper 
jaw, nose and left upper jaw and brought out 
through the opposite zygoma. An additional 
Kirschner wire was placed immediately ad- 
jacent for further support. 
Ehrich arch bars were applied. 
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020 Baker dental wire was put through a 
spinal needle through the left cheek, through 
the buccogingival sulcus and around the 
upper arch bar at the level of the second 
molar. This was passed through the needle 


Fig. 4. Deformity following compound comminuted frac- 


ture of frontal bone. Satisfactory reconstruction of oc- 
clusion and upper jaw position, following bilateral 
LaForte II. 


and out through the cheek. A similar pro- 
cedure was carried out on the opposite side. 
These wires were twisted around the Kirsch- 
ner wires on each side, using cork to protect 
the skin. Intermaxillary bands were applied. 

Repeat examinations, clinically and by 
x-ray, revealed satisfactory reconstitution of 
the alignment of the maxilla, bilaterally. Sat- 
isfactory dental occlusion was established. 

The patient developed a gross deformity 
of the frontal area and was readmitted to 
the Lynchburg General Hospital for correc- 
tion of the frontal defect of the skull on 
January 27, 1960. (Fig. 4) On the day of 
admission, an impression was taken of the 
defect and a positive impression model made 
out of dental stone for determination of the 
exact size and shape of the graft. 

On January 29, 1960, a cranioplasty was 
carried out by the junior author. The or- 
thopedic surgeon obtained a very satisfactory 
graft from the left ilium. This was shaped 
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to OVER CORRECT the defect in the right 
frontal area.* 

A bitemporal flap was used for exposure 
of the defect. (Fig. 5) The bone graft was 


Fig. 5. Bitemporal flap elevated for exposure of defect 
at time of cranioplasty. 

shaped using rongeurs and the Stryker unit 
with pencil burrs. The graft was wired in 
place and the wound closed; a pressure dress- 
ing was applied and changed daily for one 
week. No fluid formed under the flap. The 
patient was discharged in satisfactory con- 
dition (see photograph) on February 10, 
1960. (Fig. 6) 


Fig. 6. Following cranioplasty. 
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Case 2. A twenty-one year old white fe- 
male was riding in the front seat of a car 
involved in a collision accident with a truck. 
One of us was called to see the patient about 
a “broken nose”. Examination revealed the 
presence of a bilateral fracture of the maxilla 
and nose with marked displacement poste- 
riorly and inferiorly. On the right, the frac- 
ture was of the LaForte II class and on the 
left, LaForte I. There was depression of the 
nose. The patient had a marked open-mouth 
bite. (Fig. 7) 


Fig. 7. Mouth is closed as much as possible, demonstrating 
open-mouth bite. LaForte II fracture of right maxilla. 
LaForte | fracture of left maxilla. 


Under local anesthesia on 6/1/59 Ehrich 
arch bars were applied in the usual manner. 
The fracture could not be reduced manually 
and intermaxillary bands were applied to 
the arch bars. On the evening of operation 
examination revealed satisfactory occlusion 
to have taken place. 

On 6/2/59, under local anesthesia, inci- 
sions were made over the infraorbital rim 
bilaterally and over the zygomatic portion 
of the frontal bone bilaterally. Using the 
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Stryker pencil unit with a cutting burr, an 
opening was made in each infraorbital rim 
(well laterally on the right side). Similar 
incisions and openings were made in the 
frontal bone above the zygomatic frontal 
suture line. 


020 Baker dental wire was passed through 
each opening and these wires passed from the 
infraorbital rim to the arch bars under the 
soft tissues of the cheek. The wire from the 
frontal bone was passed behind the zygo- 
matic arch and to the arch bar posteriorly, 
bilaterally. The incisions were closed with 
subcuticular 00000 white silk, 000000 black 
silk to the skin. The nose was corrected. 

Clinical and x-ray examination confirmed 
satisfactory realignment of the nose and 
maxilla. Satisfactory realignment and ex- 
cellent occlusion were obtained. (see photo- 
graphs. (Fig. 8 and 8A) 


Case 3. A collision between a station 


wagon and an automobile on 3/22/59 re- 
sulted in admission to the Lynchburg Gen- 
eral Hospital Emergency Room of sixteen 


passengers from the accident. This resulted 
in the Hospital’s disaster program being put 
into effect under the direction of the general 
surgeon and the hospital administrator. Two 
of the sixteen injured unquestionably owe 
their survival to the efficient implementation 
of the disaster program by the general sur- 
geon in charge and the hospital administra- 
tor. 

Among those injured was a twenty-three 
year old colored male who was sitting in the 
front seat of the station wagon. The patient 
was in shock when brought to the emergency 
room and received two units of blood there. 
A dislocated hip was promptly reduced. 
There was an extensive wound of the face 
with extensive trapdoor laceration, involv- 
ing the upper helix of the left ear, the mas- 
seter, parotid gland extending through the 
corner of the mouth on the left, exposing 
the teeth. (Fig. 3) The parotid duct was 
exposed but not severed. There was no mo- 
tion of the left side of the fact except the 
area innervated by the ramus mandibularis. 
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The left eye was lacerated and could not 
be saved. 

There was congenital absence of both 
upper extremities. 

The patient was taken to the recovery 


one of us carried out the repair of the ex- 
tensive lacerations of the left face as fol- 
lows: the helix of the left ear, separated from 
the skull, was closed; the inner (buccal) sur- 
face of the cheek was closed with interrupted 


Fig. 8A. X-ray demonstrating internal wiring—Case No. II. 
Fig. 8B. Correction carried out by intermaxillary fixation, using arch bars, these being stabilized 
by wiring to frontal bone bilaterally and infraorbital rims. 


room for observation until his general con- 
dition stabilized. 

The ophthalmic surgeon carried out enu- 
cleation of the left eye, and following this, 
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mattress sutures of 000 chrome catgut. The 
deep structures, including masseter, zygo- 
matic and other facial muscles were meticu- 
lously approximated in anatomic position, 
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care being taken to preserve the integrity 
of the parotid duct. 

Wide undermining was carried out, as in 
a face-lift, above and below the wound. The 
skin was approximated with 0000 chrome 
catgut in the subcuticular layer. 00000 in- 
terrupted silk sutures were used to close the 
skin, vermillion border and lip. 

The patient showed remarkable ability to 
adjust to further disability, having been 
born with the absence of both upper extrem- 
ities. Because of the peripheral location of 
the facial nerve branches, meticulous ana- 
tomical closure was done without identifying 
the numerous ramifications.” The patient 
now has excellent motion on both sides of 
the face. (Fig. 9A) He has returned to his 
career as a professional singer with satisfac- 
tory cosmetic results. (Fig. 9B) 


Fig. 9A. Demonstration of return of facial nerve function 
(see Fig. 3) following extensive soft tissue injury. 


Summary and Conclusions 


The principles of management of complex 
facial injuries are reviewed. Diagnosis is 
seldom a problem and most emergency 
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phases of treatment are well known. Pres- 
sure dressings in the patient in poor condi- 
tion or who must be referred for definitive 


Fig. 9B. Scar extending from left helix through angle of 
mouth. 


treatment, prevent complications and di- 
minish scarring. The unconscious patient 
with a nosebleed may be lost and trache- 
otomy should be kept in mind. 

Soft tissue repair requires meticulous deep 
and subcuticular closure for optimum func- 
tional and cosmetic results. A knowledge of 
techniques of tissue transplantation is help- 


ful. 


The management of the patient with mul- 
tiple body injuries requires the whole patient 
approach, exemplified by the general sur- 
geon. 

Restoration of the contour of the man- 
dible and establishment of occlusion by the 
otolaryngologist is a team affair. The lab- 
oratory assistance of competent dental tech- 
nicians can be valuable. 


The prevention of permanent disfigure- 
ment of the face and serious disturbances of 
function frequently depend on primary 
treatment of complex facial injuries. 
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A new acetic acid solution was recom- 
mended today for the treatment and pre- 
vention of “swimmer’s ear,” an inflamma- 
tion of the outer ear caused by bacteria or 
fungi. 

Writing in the February 4th Journal of 
the American Medical Association, Dr. Ben 
H. Jenkins, Newnan, Ga., said the solution 
combines the time-proved anti-fungal prop- 
erties of acetic acid and the disinfecting 
and drying action of alcohol. 

The solution (VosoL Otic) produced 
“entirely satisfactory results” in 200 pa- 
tients. The condition was considered “com- 
pletely cured” after four to six days in most 
cases. 

Of the 200, 146 had acute new cases not 
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previously treated and 54 had received other 
medication without satisfactory response. 

The solution had several advantages over 
antibiotics and other drugs. The use of anti- 
biotics and sulfonamides can be followed by 
the development of antibiotic and sulfona- 
mide-resistant bacteria, and other drugs may 
suppress the symptoms without curing the 
infection. 

Dr. Jenkins said he also instructed a num- 
ber of other patients who previously had 
swimmer’s ear to use the preparation rou- 
tinely after swimming as a preventive meas- 
ure. Not one patient with a history of 
swimmer’s ear—some over a period of five 
years—has had to be treated for this con- 
dition again. 
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Radiation Proctosigmoiditis 


A Case Report 


The gastrointestinal tract is vul- 
nerable to injury from radiation. 
A case of such injury is presented 


and its occurrence discussed. 


HE TERM “Factitial Proctitis”, was 

first given by Buie’ in 1930 to describe 
the pathological reactions produced in the 
wall of the rectum as the result of extra- 
rectal application of radium and Roentgen 
therapy. As early as 1897, two years after 
Roentgen discovered the x-rays, Walsh’ re- 
ported the occurrence of flatulency, colic, 
and diarrhea in a patient who had been 
working with x-ray machines. 

In recent years more malignancies of fe- 
male pelvic organs are being diagnosed by 
screening cytological examinations, and this 
increases the number of patients who are 
being treated by radiation therapy. The 
incidence of injury to the gastrointestinal 
tract as a result of this radiation therapy 
varies from author to author, ranging from 
2.1% to 17%. 

Many cases have been reported in which 
the pathological changes and symptoms ap- 
pear several years following radiation ther- 
apy. The interval between end of treatment 
and onset of symptoms varies from case to 
case. Colcock and Hume’ of Lahey Clinic 
reported 41 cases of serious injuries to the 
gastrointestinal tract seen between 1935 and 
1957. In this series the earliest case was seen 


NaKAMURA, Yasusi, M. D.: Surgical Resident at 
St. Elizabeth’s Hospital, Richmond, Virginia, 1959- 
1960. 
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within two weeks, and the latest three years 
after receiving radiation. 

In 71 cases Fabrikant* et al. found that 
the majority were within the six months 
period (33.7%), but that 4.2% had their 
first symptoms after 10 years, with one pa- 
tient not presenting her first symptoms until 
20 years following radiation. 

Simpson and Spaulding’ report a case of 
small bowel obstruction and fistula of ileum 
and bladder which appeared 14 years after 
radiation therapy, and a second case in which 
ulcer and hemorrhage in the colon showed 
up nine years after treatment. 

The most common symptom is rectal 
bleeding which is moderate in the majority 
of cases. Tenesmus and mucous diarrhea fol- 
low in frequency, with stenosis and obstruc- 
tion being a common complication. Fistula 
and perforation are also relatively frequent 
problems. Severe hemorrhage which requires 
multiple transfusions and surgical interven- 
tion occurs only rarely. 

Many of these cases can be satisfactorily 
managed on a medical regime, although some 
complications require surgical management. 
The surgical treatment frequently required 
is a preliminary defunctioning colostomy. 
Chanin and McElwain’ advise a waiting 
period for definite surgical treatment until 
all evidence of proctitis subsides. In some 
Cases it may require two years to close a 
diverting colostomy to obtain a good post- 
operative result. 


Case Report 


The patient is a 69-year old white female 
admitted for the first time to St. Elizabeth’s 
Hospital, Richmond, Virginia, on March 9, 
1960, to the surgical service of Dr. Guy W. 


213 


q 
. 
a 
: 
: 
» 
| | 
‘ 


Horsley, complaining of 10 to 15 loose 
bloody stools each day. She had no nausea, 
vomiting, or pain, and had enjoyed good 
health until 1946, at which time she was 
given 1400 mg. hours of radium into the 
cervix for treatment of postmenopausal 
vaginal bleeding and cervical erosion. For 
the next 12 years she did very well and had 
no symptoms. In 1958 she began to have 
diarrhea characterized by 8 to 12 painless 
watery stools daily. The presence of mucus 
was also noted. The frequency was more 
apparent in the early part of the morning. 
There was no food intolerance, nor did emo- 
tional disturbance affect the symptoms. 
From the onset to a few weeks prior to ad- 
mission to this hospital, she was treated basi- 
cally with antispasmodics, special diet, and 
paregoric with little or no relief. 

In the early part of September, 1959, she 
had again noted vaginal bleeding. A diagno- 
sis of low grade carcinoma of the cervix was 
made. Immediately 2400 mg. hours of ra- 
dium was given into the cervix followed by 
x-ray therapy which was given to the pelvis 
in a total dose of 4800 r from September 21, 
1959, to October 16, 1959. Her diarrhea 
remained unchanged during this time and 
for the two months following radiation 
therapy. In December, 1959, for the first 
time rectal bleeding was noted. Small 
amounts of bright red blood mixed with 
mucus were seen in each evacuation without 
tenesmus, nausea, or vomiting. 

In February, 1960, a barium enema done 
elsewhere disclosed a stenosing lesion of the 
large bowel. She was advised not to be op- 
erated upon unless complete obstruction 
should occur. All of her symptoms persisted, 
and she had lost 20 pounds since the onset of 
diarrhea two years prior. 

The physical examination was not remark- 
able except for generalized pallor, skin dis- 
coloration in the lower part of the abdomen 
from x-ray therapy, and some degree of in- 
duration of the upper part of the vagina. 
Digital rectal examination was negative. 


Her blood count, urinalysis, NPN, PSP, 
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and blood sugar were normal. EKG and 
chest films were also negative. Barium enema 
X-ray was reported: “The colon and ter- 
minal ileum readily filled. In the lower or 
mid-sigmoid area there is an irregular an- 
nular deformity extending for approximate- 
ly 10 to 12 cm. (Fig. 1). The lumen of this 


Fig. 1. Barium enema x-ray study showing stricture 
in the sigmoid colon. 


portion of the bowel is reduced to approxi- 
mately 1 cm. in diameter and was not seen 
to expand. Inflammatory changes were sug- 
gested.” 

On March 9, 1960, through a long left 
rectus incision, the peritoneal cavity was 
entered. A moderate amount of yellowish 
intraperitoneal fluid was found, especially 
in the area of the pelvis. An indurated mass 
in the lower sigmoid and multiple adhesions 
of this organ to the pelvis and the small 
bowel were found. The lesion was located 
about 3 cm. above the peritoneal reflexion. 
A segment of about 25 cm. of large intestine 
(descending and sigmoid) was resected and 
primary colorectostomy was carried out. 

Her postoperative course was uneventful. 
On her 4th postoperative day she began to 
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pass liquid stools with no gross bleeding and 
very small amounts of mucus. She was dis- 
missed on her 14th postoperative day, hav- 
ing only three to four liquid stools a day 


Fig. 2. Segment of the sigmoid removed at operation 
showing the narrow but deep encircling ulcer. 
with no gross bleeding and practically no 
mucus. Two months after operation she was 
symptom free and having only one or two 
bowel movements a day. 


in width and about 4 to 5 mm. deep. The 
surrounding stroma is markedly indurated. 
The floor of the ulcer is covered by yellow 
and brown amorphous debris. On section 
the muscle coats are well preserved and not 
penetrated by the ulcer.” 

“Microscopic: Sections show deep ulcer 
in the bowel wall. The neighboring mucosa 
is unremarkable except for a mild lympho- 
cytic infiltrate. The ulcer expands through 
the submucosa and the superficial layers of 
the circular muscle coat. The floor is com- 
posed of cellular and amorphous debris. Sur- 
rounding the ulcer is dense fibrous tissues 
with numerous thickened blood vessels. 
There is no evidence of neoplasia. The fea- 
tures are suggestive of radiation ulcer to rec- 
tosigmoid.” (Fig. 3) 


Summary 
1. A case of radiation ulcer and stenosis 


of the sigmoid colon in a 69-year old female 


Fig. 3. Photomicrograph through the ulcer showing necrosis and inflammatory reaction. 


Pathology report: “Gross: A segment of 
large bowel about 22 cm. long; about 4 cm. 
from the distal end there is a ring-shaped 
ulcerated lesion which reduces the lumen 
greatly (Fig. 2). This ulcer is up to 8 mm. 


VoLuME 88, Aprit, 1961 


following radiation therapy of carcinoma of 
the cervix is present. 
2. Surgical management of the case is de- 


scribed. 


3. In addition to a more recent radiation 
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therapy and its consequences, a delayed re- 
action 12 years from the first radium ther- 
apy is thought to have played an important 
role in the final pathological changes in the 
colon. 
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Temporary hair loss can be caused by 
“excessive anxiety,” according to Dr. Albert 
M. Kligman, Philadelphia. 

The shedding of more than a normal 
amount of hair “‘is sometimes truly psycho- 
somatic—a direct result of excessive anx- 
iety,” Dr. Kligman said in the February 
Archives of Dermatology, published by the 
American Medical Association. 

However, the condition is “uncommon”. 
His conclusion was based on five patients 
in whom physiological causes for hair loss 
could not be found. 

Dr. Kligman said his doubts about wheth- 
er hair loss could be caused by psychological 
factors were dispelled with his observation 
of one particularly dramatic case involving 
a prisoner. 


Hair Loss Caused by Excessive Anxiety 
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The man had gone on trial three times 
and escaped the death penalty on a legal 
technicality in each instance during a period 
of three years. The fourth trial resulted in 
a conviction of murder in the first degree. 
About 10 weeks later he began to complain 
that his hair was falling out. Four weeks 
later, his hair was noticeably thinner and he 
eventually became bald. His hair began to 
grow back about eight weeks after shedding 
subsided. The prisoner, subsequently par- 
doned, had complete hair regrowth by the 
time he was released. 

The other four patients had received psy- 
chiatric care and had histories of psycho- 
somatic illness. 

Dr. Kligman is associated with the Uni- 
versity of Pennsylvania Medical School. 
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Combined Extrauterine and 


Intrauterine Pregnancy 


A Case Report 


In all cases of ectopic pregnancy, 
the possibility of simultaneous in- 
trauterine pregnancy should be 
considered, Such a case is report- 
ed with the intrauterine pregnancy 


going to a successful termination. 


A 29 YEAR OLD colored female, A.M., 
was first seen in the office on January 
5, 1960. Pertinent history was as follows: 

1956—laparotomy for ruptured right 
tubal pregnancy 

1958—term delivery of a 6 lb., 8'% oz. 
infant 

1959—June—spontaneous three month 
abortion 

1959—Nov. 15—first day of last normal 
menstrual period. 


Pregnancy was assumed with the EDC thus 
being August 22, 1960. A pink vaginal dis- 
charge and pains in the left lower abdominal 
quadrant had led her to seek medical at- 
tention when her normal menses was about 
three weeks overdue. 

The laboratory reported the serologic test 
for syphilis to be negative; hemoglobin was 
72°,, blood type O, Rh negative. Positive 
physical findings were limited to the abdo- 
men and pelvis. There was an old, well- 
healed low midline scar. There was low ab- 
dominal tenderness, especially to the left of 
midline. Pubic hair distribution was of the 
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male type. There was a pinkish vaginal 
discharge. The cervix was softened, not 
dilated nor effaced. The uterus was in a 1 
retroversion and had the size, shape and con- 
sistency of a 4-5 weeks’ gestation. The pel- 
vis was evaluated clinically and assessed as 
being slightly contracted. No definite pel- 
vic masses were detected but there was 
moderately acute left adnexal tenderness, 
pain on manipulation of the cervix, and 
parametrial engorgement. At this initial 
visit, Delalutin 125 mg. was given intra- 
muscularly. 


On January 8, 1960, she reported that 
nausea and vomiting had developed which 
had left her abdomen “sore”. The pain sud- 
denly worsened during the morning of Jan- 
uary 9 and “faintness” accompanied by “hot 
and cold feelings” developed. She was ad- 
mitted to the Mary Washington Hospital. 
Examination then revealed moderate ab- 
dominal distention and universal “bounce” 
tenderness. Pelvic examination was incon- 
clusive because of marked tenderness but 
there was a suggestion of cul-de-sac fulness. 

Admission blood pressure was 120/90, 
pulse 100. Hemoglobin was 56° , hematocrit 
25°. Under cyclopropane and curare 
anesthesia immediate laparotomy was done 
through the old scar. About 1,000 cc. of 
free blood and clots were evacuated from the 
abdomen. The distal end of the left fallo- 
pian tube was distended with pregnancy. 
What grossly resembled a corpus luteum was 
seen on the left ovary. The right ovary ap- 
peared normal. The right tube was absent. 
The uterus was anterior, boggy, and en- 
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larged to the size of a 7-8 weeks’ pregnancy. 
A left salpingectomy was done. She was 
transfused with 500 cc. bank blood during 
surgery and 1000 cc. postoperatively. An 
infusion of 500 cc. 5% dextrose in water, 
with Chloromycetin Succinate 500 mg. 
added, was also given postoperatively. The 
hospital course was non-morbid and un- 
eventful, managed with symptomatic meas- 
ures, hematinics, and vitamins. No proges- 
togens were given. 

Pathology report: “Gross: Consists of a 
5x4x3 cm. mass. At one pole is the proximal 
4 cm. of grossly normal fallopian tube. This 
becomes lost in the 4 cm. smooth hem- 
orrhagic mass which (on) serial section is 
seen to be part of a dilated tube filled with 
clotted blood. At the distal end, the fimbria 
is lost and there appears to be a point of 
rupture of the tube...” 

“Diagnosis: Ruptured tubal pregnancy.” 

Skin sutures were removed on the fifth 
postoperative day and she was discharged in 
good condition. On the day of discharge an 
early morning urine specimen was collected 
for pregnancy test. 

She was next examined February 3, 1960. 
(The pregnancy test had meantime been re- 
ported as “‘positive.”) The uterus was 
thought to be 8-9 weeks’ enlarged. Reex- 
amination on March 1 revealed a three 
months’ uterus and the patient reported 
quickening on March 12. On March 29 the 
fundus measured 22 cm. above the pubic 
symphysis but no heart tones were heard. 
Examination on April 26 revealed a 23 cm. 
fundus with fetal heart tones clearly audible 
in the midline. 

The remainder of the antepartal course 
was uneventful. The laparotomy scar healed 
strongly with moderate keloid formation. 
Labor began spontaneously August 16, 1960, 
and she delivered spontaneously a normal 
healthy 7 lb. 12% oz. boy. (Charts 1182-F; 
7169-H; 2052-1) 


Discussion 


The incidence of combined intra- and 
extrauterine pregnancy is said to be one in 
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30,000 pregnancies.’ It is thus obvious that 
even the busiest solo obstetrician-gynecolo- 
gist is unlikely ever to encounter a case in 
his private practice. Even a small obstetrical 
group is not likely to encounter more than 
one such case during its existence. 

Even so, the awareness of the existence of 
such rarae aves is one of the major features 
that the obstetrical specialist has to offer the 
patients he treats. This naturally applies to 
other specialties as well. And through this 
extra awareness, interest, and knowledge re- 
garding the “uncommonplace”’, the medical 
specialist holds his place in the profession, be 
he gynecologist, proctologist, etc. As has 
been said, “Any fool can cut”—the trick is 
in knowing when to cut and stop cutting. 

To be sure, no one would seriously con- 
sider doing an incidental D and C in the face 
of a possible ruptured ectopic pregnancy or 
any other abdominal emergency. Neverthe- 
less all too often we schedule in the operating 
room the “D and C and laparotomy” with- 
out always giving careful thought to what 
we expect to find in the scrapings. 

Associated with ruptured tubal pregnancy 
is often the passage of a decidual cast. This 
is presumably due to the demise of the lining 
tissues of the uterus occasioned by the with- 
drawal of chorionic gonadotropin. In those 
cases not passing decidual fragments pre- 
operatively, then after the tube and preg- 
nancy are removed the decidua may pass in 
gross fragments. 

In the case here presented, the uterine 
spotting ceased abruptly and no tissue was 
passed. This tended to confirm the original 
impression of intrauterine pregnancy, al- 
though some degree of uterine enlargement 
and bogginess is expected in a simple tubal 
pregnancy. The pregnancy test was ob- 
tained on the last hospital day with the 
thought in mind that any gonadotropins 
from the tubal pregnancy would have dis- 
appeared from the body; and therefore if 
there were sufficient gonadotropins present 
to produce a positive test, they must be 
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coming from another source, viz., a uterine 
pregnancy in all probability. 

Also in this case, since one tube had al- 
ready been removed, then the wombward- 
bound ovum must have been accompanied, 
follow-the-leader fashion, through the tube 
by its impetuous twin. Or the other way 
around. 

What happened? We can only speculate. 

No nuclear chromatin studies were done 
in an effort to disprove the possibility of 
identical twins, although fraternal twins 
would seem more likely. (Any postulations 
on superfetation or superfecundation will 
be left to the reader.) It would strain our 
credence less to theorize that, but for the 
hapless fallopian implantation, here would 
have been merely another set of fraternal 
twins. 

The patient herself in this case deplored 
her lot, knowing that with both tubes gone, 
she would conceive no more. Needless to 
say she was most gratified to learn that she 
was already pregnant in the uterus at the 
time of this laparotomy. 

It was elected not to prolong the operative 
procedure by any attempt at tubal recon- 
struction, the patient not having been in 
the best of condition, though not in shock. 
Moreover, viewing the fact that she had 
“shot her limit” in tubal pregnancies, it was 
deemed preferable not to leave her a still 
further handicapped salpinx in which to 
conceive again. 


Conclusions 


Heterotopic, or combined intra- and ex- 
trauterine pregnancy, has been called “com- 
paratively rare,”’ “rather infrequent”,’ “not 
rare”,’ “relatively rare’”,® and “not so very 
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rare. 


Nevertheless an incidence of one hetero- 
topic pregnancy out of 30,000 pregnancies 
could hardly be called frequent. More to 
the point is Bell’s estimate, based on this 
ratio, of 130 such cases annually in the 
United States. Thus, with less than 500 re- 
ported cases since the first in 1708 (Duver- 
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ney), it is obvious that tens of thousands 
have gone unrecognized or unreported. 

Population explosions notwithstanding, it 
is tragedy indeed when a wanton unwar- 
aranted curettage slaughters a wanted preg- 
nancy. The mere rareness of a disorder 
ought not lead us to forget it in our approach 
to each and every problem. 


Summary 


A case of heterotopic pregnancy is re- 
ported, the tubal pregnancy having been 
removed surgically, the uterine preg- 
nancy going on to normal term delivery. 


The absence of passage of decidual tis- 
sue helped confirm the suspicion of si- 
multaneous intrauterine gestation, as did 
the positive pregnancy test on the fifth 
postoperative day. 


The need for continued awareness of all 
rarae aves is emphasized. 


Since obviously a large percentage of 
heterotopic pregnancies go unreported, 
one wonders low large a percentage go 
unrecognized and are lost to the soulless 
curette. 


In dealing with the so-called surgical 
abdomen, our judgment should not be 
impaired by the presence of a uterine 
pregnancy. 


The name “‘ekkaiencyesis” might be con- 
sidered as a less burdensome term by 
which to designate heterotopic preg- 
nancy. 
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Southerners Beat Northerners 


Southerners turned in a “superior per- 
formance” compared with northerners in an 
experiment to test their capacity for work in 
a hot climate, a study showed. Nine healthy 
young men, four from New England and 
five from southern Florida, took part in the 
study conducted at Homestead, Fla., during 
July and August, 1959. 

The study is reported in the January Ar- 
chives of Environmental Health, published 
by the American Medical Association. 

The “physiological cost of walking in the 
heat” was the basis of the study. The maxi- 
mum temperature during the test was 85. 

“The best performance was shown by two 
southerners whose working body tempera- 
ture and heart rate remained unaffected by 
environmental temperature, being influ- 
enced only by the speed of walking. These 
two subjects maintained thermal balance 
simply by increasing their sweat output in 
proportion to the rise of environmental tem- 
perature.” 

The study showed that the total thermal 
strain of walking at a rate of 3 or 3% miles 
per hour was roughly 40 per cent greater 
for the northerners than for the southerners 
at 79 degrees and 70 per cent greater at 84 
degrees. 


220 


Conclusions drawn were summarized as 
follows: 

“A comparison of the performance of 
young, southern Floridians with that of a 
similar group of New Englanders, walking 
in the humid heat of Homestead, Fla., indi- 
cated that the southerners had a more eff- 
cient heat regulating system, which enabled 
them to perform the standard exercises with 
distinctly less sweating, and a smaller rise 
of body temperature and heart rate. The 
southerners required a shorter period for 
physical conditioning in the heat, and lost 
acclimatization at a slower rate than the 
northerners during periods of cool, rainy 
weather. The superior performance of the 
southerners is ascribed to their long-term ac- 
climatization, and their knowledge of living 
and working in their accustomed warm cli- 
mate. 

“It would seem that in selecting person- 
nel for duty in hot areas, the geographical 
origin of the individual should be given a 
high priority, possibly next to that of phys- 
ical fitness.” 

The article was written by the late Con- 
stantin P. Yaglou, Boston, who was profes- 
sor of industrial hygiene, Harvard School of 
Public Health, and consultant to the Armed 
Forces Epidemiological Board. 
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Pre-School Clinic 
Middlesex Style 


The Middlesex Pre-School Clinic 
has been an outstanding success. 


It is an example of lay and profes- 
sional groups working unselfishly 


together in a good cause. 


F MIDDLESEX COUNTY is blessed in 

the fact of her pre-school clinics, then she 
should thank Urbanna Elementary School 
Principal, Mildred Hall Clark. In 1948 she 
decided that her children in Urbanna Ele- 
mentary School needed routine pre-school 
physicals and had gone without them long 
enough. She was in a good position to know. 
However, with a war very recent, and only 
three physicians (one part-time) in a coun- 
ty of 6,500 people, and no county health 
unit at all, she was hardly in a good strategic 
position to do much about it. She requested 
help from her family physician. There was 
no argument about the need, but at the 
time even emergency medical care was, of 
necessity, sometimes long in arriving. The 
matter was considered, and out of that emer- 
gency thinking was born the Middlesex Pre- 
school Clinic. Mrs. Clark got what she 
wanted for her children (as usual), and 
Middlesex people, lay and professional, are 
glad she “went a seeking”. We are proud 
of our clinic and would like to tell you 
about it. 

The original clinic filled a real need in 
our children’s progress—an urgent need 
then, a real need still. In 1948 there was no 
time for the “say ah, and vaccinate” type 
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A. L. VAN NAME, Jr., M.D. 


Urbanna, Virginia 


of clinic, and there still isn’t. Probably there 
never was. The original clinic was a proj- 
ect of two small PTA’s assisted by local 
professional and State Health Department 
personnel. The PTA’s are still the leaders. 
The first clinic surprised and pleased every- 
body concerned. It was only a little success 
of 35-40 children from two small elemen- 
tary schools. 


In four years, however, it had been ex- 
tended by PTA requests, entirely unsolic- 
ited, to cover every white pre-school group 
in Middlesex County. The following year, 
1952 saw Middlesex’s dream of a Local 
Health Unit realized, and in that year, under 
their leadership, the pre-school clinics be- 
came county wide, 4ivailable to all pre- 
schoolers, white and colored. We all sat back 
with a sigh of relief, only assisting where 
requested, and let the Health Unit do it— 
and attendance fell. The County Health 
Department didn’t fail; we did. They could 
not manage it alone anymore than we could. 
Again we all put our shoulders to the wheel, 
but with a lesson learned.. The same essen- 
tial State and Local Health Department 
personnel served, the same local professional 
personnel also, but this time in the lead were 
mothers and dads of the children themselves, 
as PTA units, and accomplished the best to 
date in pre-school clinics. We. call them 
Pre-school Clinics—Middlesex Style! 

The Middlesex Pre-school Clinic has had 
its ups and downs over the years. An ac- 
count of them would be interesting and 
often amusing, but if this clinic fills a real 
need here it might do the same elsewhere, 
not for what it was but for what it has be- 
come. Thus, things historical will be omitted 
in favor of the project of the present. May 
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we submit the case history of the 1959 clinic. 
It was probably our best, but the coverage 
has been as good in other years. We select 
it because the physical layout was ideal and 
lends itself better to explanation. 

The clinic usually is held in April or May, 
but the project begins early in the school 
year. Good preparation will make the clinic 
itself what the children call ‘ta ball”, and 
preparation begins as soon as the PTA’s 
evidence an enthusiastic desire for the clinic 
and appoint their leaders. 


MIDDLESEX PRE-SCHOOL CLINIC 


If you wish your child to attend the Pre-school Clinic for comprehensive physical examina- 


and the like. Careful understanding on pol- 
icy and ethics takes time, but such matters 
as referral of remedial defects, what im- 
munizations, and similar items are definitely 
decided here before contact with lay units. 
Requests for outside help for this clinic— 
for State pediatrician and nutritionist—em- 
anate from this meeting. 

Coincident to the above, the PTA’s (and/ 
or the Health Unit) are circulating so-called 
“flyers” to pre-schooler parents. These are 
important, being time savers for historians 


tion, fill in and sign this form. You will be informed of time, place, and details by your local 


PTAs who are sponsoring the clinic, and by articles in the Southside Sentinel. 


Child’s full name 


Parent's or Guardian's full name 


Parent's or Guardian’s address 


Child’s Date of Birth 


Name of School he will attend 


Mark following list correctly: 


The child has had smallpox vaccination __Yes __No 


The child has had his “triple”, “three in one”, or baby shots (or “needles” ). 


(These are 


usually first given at age 3-6 mos., and really consist of whooping cough, tetanus and 


diphtheria vaccine combined. ) 


The child has had polio shots __Yes __No When 
The child has had the following booster shots. 


Further history will be taken at the clinic. Bring a specimen of the child’s urine to be tested. 


No child will be examined without a parent or guardian present. 


Signed 


I will provide transportation for my child to and from the clinic. 


I cannot provide transportation for my child to and from the clinic. 


Through the school personnel and the 
County Health Department, the pre-school- 
ers are located and counted and reported 
to the professional leaders by the newly se- 
lected Clinic Project Chairmen. 

Meetings are kept at a minimum. Having 
received the count, the professional workers 
lead off. Local M.D.’s, dentists, the County 
Health Director, and any other technical 
help set place, date, services to be offered, 
and schedules on “who works when”. Con- 


sideration is given to office hours, days off, 
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for one thing. This one, after sundry rather 
unsatisfactory products by the physicians, 
was constructed by a PTA leader and a 
school principal. We like it for its simplicity 
and directness. Comment on other essential 
parts will follow the copy we submit now. 
Note: The parental signature, while it 
gives consent for the child to participate, 
does so by entering request for this serv- 
ice. We find this good policy and good 
protection. Without this no child will be 
examined. Also, if unaccompanied by 
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parent or guardian, a child would be re- 
jected. This measure was absolutely es- 
sential in the early clinics because there 
was no county nurse for follow-up serv- 
ice. The parent had to be advised of all 
recommendations on the spot or not at all. 
It has been retained because it so greatly 
increases efficiency. The transportation 
statement invites imposition. We admit 
it. Nevertheless we continue to accept it 
because there simply has not been too 
much imposition, and because the PTA 
leaders consider this service of proven 
value for a high percentage of coverage. 


About one month prior to the clinic the 
first joint professional and lay conference 
is held. It is exactly what anyone would 
suppose. PTA chairmen (representing in 
Middlesex County eight small elementary 
schools), school principals whenever pos- 
sible, and professional personnel synchronize 
their efforts. The difficult and important 
task of pre-clinic publicity is also discussed 
here. This too is “synchronized”, i.e., pro- 
duced by PTA writers and carefully edited 


WEDNESDAY 


2 Adjacent White Schools 
20-25 children expected 
Dr. A—( White) 


Dr. B—( White) 
Dentist—A (White) 
LUNCH 


2 Adjacent Colored Schools— 


18-20 children expected 
Dr. C—(Colored) 
Dr. A—( White) 

Dentist—B (Colored) 


Dr. A & Dr. C & Dentist B's 


Day Off 


by the professional team. The local news- 
paper has been the most effective vehicle, 
second only to enthusiastic “over the back 
fence” boosting. Occasionally a speaker on 
PTA programs has been used. 
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The only other joint lay and professional 
meeting is a briefing session held at the site 
of the clinic with the set-up in place. Usual- 
ly held the evening before the first day of 
the clinic, and consisting of the actual clinic 
teams, it does exactly what you think it 
would. 

With a probable census of about 100-115, 
two full days are allotted for the 1959 clinic. 
In this, as in all previous clinics, every doc- 
tor and dentist in the county will partici- 
pate. Thus far the effort has been largely 
integrated, colored and white workers join- 
ing in the workup and the briefing sessions. 
From here on the clinics are segregated, and 
to the largest possible degree each PTA fur- 
nishes its own workers. The Director of the 
County Health Unit is present at all times, 
as is the consulting pediatrican and nutri- 
tionist from the State Health Department. 
First grade teachers, if planning to return 
next session, are also encouraged to be pres- 
ent with their prospective class groups. The 
optometrist covers the whole clinic. 


The following is the plan of action: 


THURSDAY 


2 Adjacent White Schools— 
25-30 children expected 


Dentist A 


HOUR 


2 Adjacent Colored Schools— 


30-35 children expected 


Dentist B 


Dr. B’s, Day Off 


In 1959, circumstances provided an ideal 
floor plan in an unoccupied doctor’s office 
continuous to the regular Health Unit office. 
It was not always so convenient or efficient, 
but we will submit this floor plan with the 
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clinic set-up because of its simplicity of il- 
lustration and description. 


WAITING Room 
(2 Receptionists ) 


Start 


OFFICE 
HEALTH DEPARTMENT 


Now let us accompany a child through 
the 1959 clinic, and make a few notes as 
we go along. 

1. Note the sign at the door—no LMD 
or Health Department project this! Rather 
a cooperative effort for some fine children 
with their respective PTA’s in the lead all 
the way. 

2. The door—it stays open, but the chil- 
dren are dribbled in to prevent fatigue, 
noise, and confusion. PTA’s planned ap- 
pointments, etc. previously. 

3. The reception room—two PTA ma- 


224 


trons to keep the kids happy and the parents 
as happy as possible. Contributed comic 
books, etc., help a lot. Here the parent is 
provided with the child’s chart which will 
accompany it through the clinic. A regular 
health department form is used, and on it is 
noted each observation step by step. These 
receptionists weigh, measure, and run a Uro- 
stix test-on urine, and these are the first 
entries on the chart. 

4. History is next. Unless two historians 
are kept working simultaneously, a bottle- 
neck develops here. Experience has also 
taught that these best be R.N.’s or efficiency 
suffers. (We use our Health Unit nurses 
here.) History is as full as practical, the 
pre-clinic “flyer” being a big time saver. 


§. Dental examination by local dentists 
with what help he desires (M.D.’s and den- 
tists alike usually prefer to use their own 
assistants, otherwise they are provided from 
PTA workers) takes place now and results 
are inscribed on the chart—technically for 
a future remedial dentist’s perusal, and more 
simply for the dentally-simple physicians 
who will follow. The dentist may enter a 
request for special dietary advice by the 
nutritionist, and finally, carefully and un- 
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hurriedly, advises the parents relative to the 
child’s dental needs. 

No specific referrals for remedy of de- 
fects are made. Even if the child is the den- 
tist’s patient, he will advise to the effect that 
“we will talk this over further if you get 
in touch with us later”, rather than “bring 
Johnny to my office Tuesday at 10 a.m.” 


6. In-this and some other clinics, optome- 
trists have contributed their services and 
entered their advice on the charts. This may 
improve on the LMD’s eye examination, but 
services of an opthalmologist would have 
been preferable, of course, to either. The 
parents seem to like this facet of the clinic, 
and this service is a good selling point. It 
is being presently continued; no specific 
referrals for remedial defects are allowed, of 
course. 

7. A dressing room for undressing and a 
cheerful, friendly, an efficient PTA matron 
presiding, prevents a bottle-neck at this 
point. She will have a child stripped to its 
underclothes and socks and ready on call 
for medical examination. The parent will 
bring the clothes along when the child en- 
ters the doctor’s cubicle. 
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8. The doctor’s examination follows, and 
two work separately and continuously. The 
examination includes what each doctor 
thinks it should, and each doctor has been 
provided with a nurse, either lay or profes- 
sional. In this clinic, the State Health 
Department provides a pediatrician who 
consults when requested by the examining 
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physician. Dr. Will E. Chapin has been 
with this clinic since its inception, and we 
now consider him an essential member of 
the home team. Examination complete and 
properly noted on the chart along with rec- 
ommendations medically, a conference with 
the parent takes place. Results of all find- 
ings are discussed and recommendations are 
explained. 

The parent is encouraged to talk, and a 
reasonable amount of time has been allowed 
for this in the clinic schedule. Special nota- 
tions here inscribed will guide the nutrition- 
ist along any special lines, and immunizations 
will be indicated. While this conference is 
in progress, the child is being dressed by the 
doctor’s helper and is ready to go to the 
nutritionist, who is next, by the time the 
doctor has concluded his chat. 
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9. The nutritionist from the State Health 
Department, either Mabel Todd or some 
member of her staff, has attended each clinic 
and provide a clinic service very popular 
with the mothers. If there are not requests 
on the chart for special dietary advice, a 
short informative chat of about ten minutes 
or so is given. We think this service has done 
a lot of good, almost as often in the priv- 
ileged as in the underprivileged families. 


10. The immunizations are the care of 
the Local Health Director and administered 
by him or his personnel as recommended on 
the chart by the examining physician. Par- 
enthetically, may we repeat that these rec- 
ommendations, with few exceptions, follow 
the decisions made by the physicians and the 
director in the first meeting of the “profes- 
sionals” long before the clinic is held. This 
clinic offers a DPT and/or vaccination 
and/or one of the first three Salks. Obtain- 
ing future injections will be the responsi- 
bility of the parents. The Health Unit Di- 
rector stresses their importance. 


11. This brings us to the end which is 
logically enough cookies, fruit juice, etc., 
provided by the PTA’s. It is remarkable 
how frequently the doctors, dentists, and 
nurses arrive at this point. Getting the chil- 
dren there, a process involving six to eight 
children and parents being “in the process” 
all the time, is not so easy. 

This is accomplished by essential members 
of the team. We call them “routers”. They 
do just that—route the children in the way 
they should go, maintain orderly progress, 
avoid and break bottle-necks, and take care 
of the unexpected. We feel that capable 
PTA mothers, carefully briefed, do this 
best, and upon their selection rests a large 
part of the clinic’s success. This is the one 
clinic worker for whom we have a spare 
on tap at all times. 

This paper is about the clinic, not the 
follow-up, but the follow-up justifies the 
clinic. Briefly listed, the follow-up on the 
Middlesex Pre-school Clinic includes: 


1. A statistical recap of the results is com- 
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piled by the clerk of the Health Unit and 
distributed by her. 


2. Pressurizing to remedy defects is the 
care of the parents, the teachers, and the 
county nurse, and in that order. 


3. Correction of defects is by local den- 
tists and M.D.’s, or through referral by them 
for specialist care. Their cooperation has 
been unfailing. We think it will continue 
to be as long as a strong policy at the clinic 
of “go to your local doctor or dentist” pre- 
vails. 


4. Indigent care is channeled through 
usual agencies by LMD’s and dentists. 


5. An active and efficient county nurse 
is essential to the follow-up, but she must 
be untiring in her efforts. 

We feel that the 1959 clinic effort was 
satisfactory. Witness the coverage as re- 
capped: 


MIDDLESEX CouNTY HEALTH DEPARTMENT 
SALUDA, VIRGINIA 
PRE-SCHOOL CLINICS—APRIL 8TH & APRIL 9TH 


White Colored Total 
Number Children Expected to 


Attend Clinic ________ 51 53 104 
Number Children Examined anier 56 103 
Children with Dental Defects 28 46 74 
Children with Medical Defects 22 37 59 
Children Needing Immunization_____ 44 52 96 
Children Receiving Immunization 42 52 94 
Breakdown on Immunizations Given: 

Smallpox Vaccination ________ 39 50 89 
[st Triple Injection —___- 3 24 27 
*Salk Vaccine 12 18 


*This group of children had been unusually 
well covered prior to clinic. 


In closing, the writer would offer certain 
comments about the project here outlined. 

Much has been said in favor of such serv- 
ice on a private and individual basis only. 
Ideally, we also would prefer the private 
way, but practically we believe the clinic 
more than justifies its continuation until the 
ideal can be attained. We think the clinic 
will continue as the best way for a long time 
yet, for the following reasons: 

1. Certain children are reached 
might otherwise be omitted. 


that 
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2. All the children benefit from this ex- 
perience as their first class activity. 

3. It seems dubious that this much service 
could be enjoyed any other way—except in 
rare exceptions—by any of the children. 

4. The project provides a fine cooperative 
effort which educates all involved—PTA 
members, physicians, dentists, Health De- 
partment Personnel, both state and local, 
and even the children—and establishes good 
rapport and better relations between them. 

Experience of years has produced what 
seems to be axioms to clinic success. They 
are: 

1. The effort is not justified if attendance 
falls below 90 per cent of the expected 
number of pre-schoolers. If it does, the 
missing will be largely the underprivileged 
—the very ones we most desire to cover. 

2. Unless the privileged class attends well, 
the underprivileged cannot be induced to 
do so. 

3. To insure the attendance of the priv- 
ileged, the clinic must offer more to each 
child than that child could obtain at the 
office of any one LMD, however efficient. 

4. PTA leadership and enthusiasm are a 
must. 

§. If the clinic sounds good enough, pro- 
fessional and Health Department personnel 
gladly participate. 

Much has been written relative to such 
efforts infringing upon private practice. 
Much has been said about Health Depart- 
ment facilities doing the same. In some in- 
stances this admittedly occurs, however, 
every Middlesex doctor continues to back 
this Pre-school Clinic with the equivalent 
of at least two full days work. In this coun- 
ty, the state and local Departments of 
Health are entitled to a large share in the 
success of the project, and we are all grate- 
ful. We will invite them to participate again 
next year just as surely as we plan a clinic 
next year. 

Elsewhere this effort could be done dif- 
ferently. The type and amount of profes- 
sional help available decides much. Perhaps 
in a larger group or a smaller one, it might 
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not work at all. As for the Pre-school Clinic 
—Middlesex Style, it, too, changes from year 
to year. It grows or deteriorates. Coopera- 
tion has been the key to success. Coopera- 
tion is assured by one thing—clinic excel- 
lence. 


Summary: lf we had one, you would 
not read the article, and we would not 
blame you. 


Diseussion 


Dr. Van Name is to be congratulated for 
writing this informative article as well as 
commended for his leadership in making 
such a clinic so popular and successful. 

This project has two outstanding charac- 
teristics. The first is the ideal of service. The 
whole objective of the clinic is to provide 
the entering school child with the best med- 
ical check-up the community can provide. 
The second is the excellent spirit of coop- 
eration among the various groups repre- 
sented, both professional and lay. No one 
appears to be concerned about receiving the 
credit, or whether this project results in a 
profit or loss for the practicing physician or 
dentists. Referrals for corrections may mean 
added income in some instances, but the real 
value to the healing arts profession is im- 
proved public relations. Here is demon- 
strated for all to see the physician’s concern 
for the child’s well-being and an attitude 
of service above self. This will stand the 
profession in good stead, particularly if the 
future brings controversy concerning the 
public’s concept of the role of the medical 
profession. 

State and local health departments stand 
ready to cooperate in projects such as this. 
It is not the intention of official health agen- 
cies to dominate the practice of medicine 
but only to augment, supplement, or help 
fill a gap—to be medicine’s “right arm” in 
time of need—and to help make our medical 
knowledge and practice more efficient and 
productive. With this sort of cooperative 
spirit few health problems need go unsolved. 

Mack I. Shanholtz, M.D. 


State Health Commissioner 
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Pre-Paid Medical Care.... 


Tax Blue Cross? No! 


The 1960 Session of the General Assembly 
adopted Senate Joint Resolution No. 54, 
which called for a broad study of the non- 
profit hospitalization Plans in Virginia. The 
Resolution directed the Virginia Advisory 
Legislative Council to review and report 
back upon six specific matters concerning 
Blue Cross: operating practices, relationship 
of rates to costs of services, advisability of 
deductible provisions, desirable reserves, tax- 
ation of dues, and the question whether or 
not the Plans should be classified and treated 
as insurance. 

The VALC Committee which is under- 
taking the study-project held a Public Hear- 
ing during February of this year. This Hear- 
ing was attended by thirty-five persons, 
twenty-two of whom were representatives 
of the insurance industry. These twenty- 
two insurance salesmen were enthusiastic in 
their recommendations that the non-profit 
Plans be made subject to the same premium 
tax which insurance companies pay, and to 
all intents and purposes the proceedings of 
the Hearing were limited to statements, 
questions, and answers pertinent to the sub- 
ject of taxation of Blue Cross. 


It was apparent that the majority of those 
representing the insurance industry had no 
conception of what Blue Cross is trying to 
accomplish for the people of Virginia. Per- 
haps too many people in the State have sim- 
ilar misunderstandings. 

On the other hand, the traditional insur- 
ance concept of limited liability against loss 
is well understood, since it has been in gen- 
eral use in many areas of risk for generations. 
When the insurance companies entered the 
field of health insurance, they projected 
their past underwriting experiences into the 
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health field and placed fixed indemnities, 
under specified conditions, against the pol- 
icyholders’ financial loss through illness. 
Their contracts provided benefits directly to 
policyholders. They were unconcerned with 
the amount of the hospital bill. 

The community service approach of Blue 
Cross was from the beginning totally dif- 
ferent from the insurance method of indem- 
nity payment to the individual. 

Blue Cross is, and always has been, a grass 
roots movement. The Plans were organized 
in the depths of the depression under special 
enabling legislation as non-profit commu- 
nity service organizations. Hospitals were 
authorized by law to organize and conduct 
a program of prepayment for their hospital 
services; that is, the hospitals were permitted 
to charge in advance, rather than at time 
of discharge, and to level out their advance 
charges into regular, periodic small amounts. 

To those persons prepaying their charges, 
the hospitals have issued contracts. In gen- 
eral these contracts cover care in the amount 
needed when it is needed, within very broad 
time limits, across the full range of hospital 
services. Such service benefits are the key- 
stone in the arch of family protection 
against the cost of illness. 

To handle the business aspects of their 
cooperative venture, hospitals needed an 
agency and therefore set up special hospital- 
agency organizations, now collectively 
known as Blue Cross. The subscriber con- 
tract of one typical Blue Cross Plan starts 
off with the statement: ‘The Participating 
Hospitals, acting through Virginia Hospital 
Service Association, hereinafter called ‘Asso- 
ciation’ (agent for the Participating Hos- 
pitals), do agree with the Subscriber whose 
application is accepted for a contract for 
hospital service as follows: Upon payment 
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in advance of the charges made therefor, the 
Subscriber and those accepted with him will 
be provided the hospital services defined in 
the body of this contract, subject to the 
terms and conditions herein set forth.” 

Blue Cross objectives—quite unlike those 
of commercial insurance—are (1) to meet 
the acute need of people for a method to 
prepay the costs of illness, (2) to make it 
possible for the voluntary hospitals to carry 
on their service, and (3) to help carry the 
social burden that hospitalized illness often 
creates for the community. 

To reach these objectives, Blue Cross de- 
veloped certain unique concepts which have 
become basic principles of Plan operation. 

The prepayment Plan must meet the cost 
of essential hospital care for the subscriber 
and must make payment directly to the 
participating hospital for the services ren- 
dered. This concept of service benefit—of 
paying the hospital for care given the sub- 
scriber regardless of cost—is the “corner- 


‘stone” of the Blue Cross structure. This 


concept violates basic insurance principles 
and is in direct contrast to the commercial 
insurance concept of paying limited cash 
indemnity to the policyholder against his 
financial loss. 

All the people of the community should 
be given the opportunity to enroll. Blue 
Cross has always rejected the insurance prin- 
ciple of limiting coverage to persons with 
stable employment in selected groups, where 
low hospital usage and profitable underwrit- 
ing could be expected. To the insurance 
industry the idea of underwriting a com- 
munity risk has been unthinkable. 

Subscribers should be permitted to con- 
tinue in the Plan regardless of changes in 
employment, age, or health status. This 
concept looks toward meeting the long term 
needs of people regardless of insurability. 
The idea of continuous coverage regardless 
of changes in employment and health con- 
ditions is entirely unsound from the com- 
mercial insurance viewpoint in that, though 
socially advantageous, it is not financially 
profitable. 
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The Plan, like the community hospitals 
for which it is agent, must operate as a non- 
profit community service organization. Sick- 
ness and injury represent personal tragedies 
which people who are motivated by religious 
and humanitarian impulses have always 
tried to alleviate. Blue Cross Plans are op- 
erated by boards of trustees who serve with- 
out pay in the community interest. 

Upon these principles the Blue Cross 
movement in America and in Virginia has 
been built—principles designed to make it 
possible for the individual to pay for needed 
hospital care in advance—principles imple- 
mented to help the community solve an in- 
creasingly costly social problem. 

These principles are basic requirements 
for sponsorship of Blue Cross by local hos- 
pitals and for approval by the American 
Hospital Association. The safeguards of 
limited dollar liability, which often leaves 
a major part of the hospital bill unpaid; of 
protection for only selected groups and in- 
dividuals, which obviously tends to deny 
protection to the people who need it most; 
of termination of coverage when employ- 
ment or insurability changes, which tends to 
deny protection to people when they need 
it most—these underwriting principles, 
common to commercial insurance opera- 
tions, are foreign to Blue Cross and in direct 
conflict with the purposes and objectives of 
the voluntary community hospitals in this 
country. 

There is therefore a great difference be- 
tween traditional insurance and the service 
Plans. They are not comparable. Their 
methods are different. Their purposes are 
not the same. Their functions, their tradi- 
tions, and their history are not even related. 
These differences are so important to our 
system of health care that they should not 
be impaired by legislation or by taxation. 

It is important that people have available 
for choice a type of protection that is nei- 
ther temporary nor partial, but which pro- 
vides payment for the care they need when 
needed and which they can take with them 
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regardless of changes in employment or 
advancing age. 

Blue Cross coverage is provided directly 
by contract with 7,000 hospitals in the na- 
tion. In Virginia, as elsewhere, the hospitals 
literally guarantee to subscribers that the 
benefits offered by their Blue Cross Plans 
will be provided by the hospitals regardless 
of the Plans’ ability to pay for that care. 
Blue Cross’ reimbursements of hospitals are 
made under contract in terms related to each 


hospital’s cost of operation. Only such an 
arrangement can provide a safeguard to the 
patient against uncontrolled increases in 
charges. Only Blue Cross can provide this 
safeguard. 


As a community hospital service program, 
Blue Cross should be as tax-exempt as are 
the community hospitals; after all, the in- 
come to Blue Cross—the hospitals’ agent— 
is, of course, hospital income. 


Stops Massive Stomach Bleeding 


General body cooling has been tried for 
the first time in stopping massive bleeding in 
the stomach and intestinal area and found 
successful, according to two Connecticut 
surgeons. Drs. George F. Gowen and W. W. 
Lindenmuth, West Haven, Conn., describe 
three cases in which massive hemorrhages 
were controlled by the method in the Janu- 
ary 7 Journal of the American Medical As- 
sociation. 

“Although general hypothermia [an ab- 
normally low body temperature] has not 
been used previously for patients with mas- 
sive gastrointestinal hemorrhage, the back- 
ground of experience in other conditions 
gave evidence for its use.” 

The severity of the bleeding may be 
judged from the fact that 62 pints of blood 
were replaced in one patient before hypo- 
thermia, 33 pints in another, and 14 pints in 
the third. 

Ice bags were applied to lower the pa- 
tients’ temperature to 87.8 degrees Fahren- 
heit, about 10 degrees lower than the normal 


body temperature. The duration of hypo- 
thermia varied. 

“The exact mechanism by which gastro- 
intestinal hemorrhage was controlled in these 
patients is not known, but the prompt im- 
provement seems more than coincidental. 
Certainly in the poor-risk patient with mas- 
sive uncontrolled hemorrhage, total body 
hypothermia would warrant further evalu- 
ation.” 


In each of the three cases, they pointed 


out, “operative intervention was clearly in- 
advisable.” 


There was no recurrence of the bleeding, 
although one of the three patients died later. 


Since the article was written, the surgeons 
have used the method for three other pa- 
tients. The bleeding also was arrested in 
these three, although it recurred in one and 
all subsequently died. 

The two surgeons are associated with Yale 
University School of Medicine and Veterans 
Administration Hospital. 
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Public Health.... 


Ecology of Rocky Mountain Spotted 
Fever: 
A Basie Research Project now in Process in 
Virginia 
The background of the struggle to con- 
quer Rocky Mountain Spotted Fever is in- 
deed a drama of the West. About 1900 the 
study of the disease began in earnest under 
the guidance of the Montana State Board of 
Health. The disease was primarily present 
in the area of the Bitteroot Valley, a fine, 
prosperous, agricultural and timber area. 
The dread disease, “Black Measles” with 
80°, mortality was spreading fear in the 
hearts of these healthy, prosperous people. 
Here in a horse-back, log cabin setting the 
long and difficult search for a cure for, and 
vaccine against the disease began. In the 
years that followed, many famous and ca- 
pable individuals pitted their knowledge and 
skill in the great study. The name most 
famous to all was Dr. H. D. Ricketts, who 
died in Mexico of typhus, a disease he was 
studying that he might learn something 
applicable to spotted fever. It was Dr. Ric- 
ketts who had experimentally proven that 
ticks transmit the disease to man. “But the 
next question he intended to attack was: 
‘How did the tick get the virus?’. During 
most of the season of 1908 he worked trying 
to answer this, but did not succeed. (Nor 
is it yet settled whether the virus of spotted 
fever is perpetuated by the tick alone, or 
whether a combination of the tick and ani- 
mals is responsible.)” (-Price 1948, p.50). 
As a result of that work, here in 1961, 
a most adequate vaccine has been developed. 
Since the close of World War II with the 
advent of the antibiotics, of which Chloro- 
mycetin is the most effective, we have an 
excellent cure for the disease. The death rate 
has been drastically reduced and the disease 
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is no longer considered the “‘dread disease” 
it once was. Yet, experience has shown that 
success may be temporary when all the an- 
swers are not known. It is important that 
the complete picture be presented to answer 
the question Dr. Ricketts posed but which 
he never lived to answer, “How did the tick 
get the virus?” 

By its name alone this disease has a west- 
ern connotation, yet from the point of inci- 
dence it is misleading. Throughout the years 
the State of Virginia has consistently re- 
ported more cases of Rocky Mountain 
Spotted Fever than any other state in the 
Union. The second and third ranked states 
are Maryland and North Carolina. 

Being aware of this fact the Bureau of 
Insect and Rodent Control, Virginia State 
Department of Health, became especially 
interested in the disease. In the Spring of 
1960 this Bureau was awarded a National 
Institute of Health Research Grant for a 
period of four years to study the Ecology 
of Rocky Mountain Spotted Fever. The 
project is headed by Mr. R. E. Dorer, Direc- 
tor of the Bureau of Insect and Rodent 
Control. The laboratory work for this proj- 
ect is being supervised by the well known 
Rickettsiologist, Dr. Henry S. Fuller, of The 
Walter Reed Army Institute of Research. 
The project employs one full-time Labora- 
tory Investigator as well as two Field Investi- 
gators. The main line of investigation to be 
followed is to determine what role small 
mammals play in the cycle of this disease in 
nature. 

The reason interest settles around small 
mammals is that it is on them that the im- 
mature ticks feed. In the East, the dog tick 
Dermocentor variabilis is considered the 
principal vector of this disease to man. This 
tick has two blood meals before reaching 
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the adult stage, which we usually find on 
ourselves and on dogs. Normally the first, 
or larval, feeding takes place on mice, drop- 
ping to the ground after engorgement and 
molting to a nymph. The second, or nym- 
phal, feeding usually is on a larger mammal, 
often a rabbit. After this feeding it drops 
off and molts to the adult, the form most 
often observed. 

The mammals are all live trapped in box- 
type traps. They are carefully removed each 
morning. Immediately, they are checked 
for any ectoparasites that may be present. 
The ectoparasites are carefully retained for 
later identification to add to the knowledge 


disastrous to the guinea pigs used in the 
laboratory. In circumstances with mammals 
larger than rabbits, a blood sample is taken 
and the animal is not shipped to the labora- 
tory. Other animals that have been tested 
are fox, opossum, ground hog, raccoon, and 
deer. 

This statewide project is being operated 
in the following manner: The first and very 
important step is that the Bureau of Insect 
and Rodent Control, Norfolk 2, Virginia, 
telephone UL3-7684, be notified as quickly 
as possible when a case of spotted fever is 
diagnosed. When this information is re- 
ceived, plans are made for a field investigator 
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of their distribution. The animals are then 
placed in a specially prepared crate designed 
to keep them healthy and well. They are 
fed and watered and provided cotton to nest 
in. At the end of the week they are shipped 
in their special box by Air Freight to the 
laboratory. This method of transport is used 
to reduce the numbers lost in shipment. 

At the present status of the project, the 
mammals of most interest are the mice that 
live in the out-of-doors as well as young 
rabbits. Excluded from the mice tested are 
all house mice; they frequently live in the 
out-of-doors environment. They are ex- 
cluded due to the known meningococcal 
infection which they carry and which is 
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to visit the area where the case is reported. 
This investigator visits the physician and 
learns as much as possible about the particu- 
lar case. Usually, at this time, the investi- 
gator determines if the patient had a recent 
history of a tick bite. If a tick was involved, 
the next step is to attempt to learn where 
the patient picked up the tick. When this 
spot is located, he then determines if that 
would be a suitable area to trap small mam- 
mals. If it is not suitable, he may go on to 
another case. If it is a good locality for 
trapping, he would spend about five days 
trapping in that area. If a tick is not in- 
volved and the patient does reside in a favor- 
able area, trapping may still be conducted, 
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if time permits. It is often possible to obtain 
the most valuable information in unex- 
pected locations. 

In the laboratory two tests are being con- 
ducted. The complement-fixation test on 
blood sera is run. From the internal organs 
of the animals received an attempt is made 
to isolate the Rickettsia. In attempting iso- 
lation, the procedure followed is to inject 
liver and spleen material into fertile eggs and 
guinea pigs. In order to distribute the work 
load more evenly, the laboratory of neces- 
sity must freeze and store some of the field 
material. 

This project has been in operation during 
one Rocky Mountain Spotted Fever season 
here in Virginia. The early laboratory re- 
sults are exciting. At this early date, suff- 
cient information has been obtained that a 
scientific paper is nearly completed for pub- 
lication. With the success continuing at the 
present pace, the four-year results should be 
very worthwhile. 

A purpose of this article is to bring atten- 
tion to physicians the fact that Rocky 
Mountain Spotted Fever is an important dis- 
ease in Virginia. During the past thirty years 
1657 cases have been reported. Every county 
in the state has reported the disease except 
Bath and Floyd. The concentration of cases 
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appears to be in the central area of the state. 
Forty-five cases were reported last season 
(1960) and two human deaths were sus- 
pected to be caused by the disease. Whereas 
the above (45) is the number of cases that 
were reported, it is very probable that many 
cases occurred which were not reported. 
Routine antibiotic therapy may well be cur- 
ing some cases before they are diagnosed as 
Spotted Fever. Diagnosis of this disease is 
not always easy. It is believed that several 
delays in diagnosis during this past season 
were directly attributable to the obscurity 
which the disease has come to occupy in 
more recent years. 

Physicians, more than any other group, 
are cognizant of the value and necessity of 
projects such as the one discussed here. The 
physicians of the State of Virginia through 
early diagnosis and prompt reporting of the 
occurrence of this disease can lend their 
cooperation to the investigation of the source 
of infection and will be making a valuable 
direct contribution to this piece of basic 
research. 
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Cancer Trends... . 


The Improving Outlook in Gynecic 
Carcinoma 


It is estimated that 23,000 women will 
die in this country in 1961 of cancer of 
the genitalia; that 40,000 new cases of can- 
cer of the uterus alone (cervix and corpus) 
will occur, that 800 of these will be in Vir- 
ginia. 

However regrettable the high incidence 
of female genital cancer, there are certain 
favorable features of such cancer relative to 
malignant disease in other sites. These fea- 
tures have to do with the peculiar anatomy 
and physiology of the organs involved. Spe- 
cifically the accessibility of the genital tract 
makes for early diagnosis and effective treat- 
ment. Furthermore, the generative organs, 
however important, are not vital, thus per- 
mitting treatment ranging from complete 
and permanent arrest of function to total 
ablation. Another favorable feature is the 
radiosensitivity of cervical carcinoma, the 
most common of gynecic cancers. 

The history of the effective management 
of gynecic cancer begins in the later part 
of the nineteenth century with the occa- 
sionally rewarding use of surgery of the 
Wertheim type. Subsequently, during the 
twentieth century, great studies have been 
taken, first with the introduction and de- 
velopment of irradiative therapy followed 
by the almost abandonment of surgery for 
cervical carcinoma, and later with further 
development of irradiation along with a 
renaissance and extension of surgery. Of 
comparable importance have been develop- 
ments in the area of diagnosis. An outstand- 
ing result of this progress has been a decline 
of 40% in uterine cancer mortality during 
the last twenty years. 

Improvements in irradiation, still the 
most widely used and generally most effec- 
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tive means of treating cervical carcinoma, 
have been in sources and techniques and 
more attention to tissue or tumor doses. Sur- 
gery has profited by advances in its adjuncts: 
anesthesia, transfusion, antibiotics, recovery 
rooms, interspecialty cooperation, etc.; and 
by developments in its types: node dissec- 
tions, exenterations, et al; and by wider use 
at both ends of the stage spectrum, for ex- 
ample, in the now recognized stage O (non- 
invasive) and in the stage I (invasion con- 
fined to the cervix), and in some advanced 
cases previously considered inoperable. 

With further reference to surgery it can 
be said that the shift, now almost complete, 
from the subtotal to the total hysterectomy 
for benign uterine disease has prevented and 
will prevent many cases of cervical car- 
cinoma. So too the many conizations and 
similar procedures on the benign cervix may 
be preventing some cases of cancer. And 
also prophylactic salpingo-oophorectomy at 
the time of pelvic surgery for benign disease 
in women at or past the menopause will 
help reduce the incidence of ovarian and 
tubal cancer, still deadly diseases, the mor- 
tality from one of which, ovarian carci- 
noma, is apparently on the increase. 

However important have been the ad- 
vances in therapy, it is probable that no tre- 
mendous future progress can be expected 
with the modalities now known to be cura- 
tive. Until such a time as there is a break- 
through into a new curative modality, the 
best prospect for continued improvement in 
gynecic cancer morbidity and mortality lies 
in the field of diagnosis. This is vo¢ a dismal 
outlook. 

The stage of the disease, assuming proper 
treatment, generally determines the prog- 
nosis. Thus the trend toward earlier and 
earlier diagnosis has been of tremendous im- 
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port. This trend is the result of a number 
of factors. One among these is the recog- 
nition by the public and the profession alike 
of the importance of prompt pelvic exam- 
inations when symptoms occur and periodi- 
cally in their absence. Another is the ac- 
ceptance of the concept of intraepithelial 
carcinoma (practically 100% curable) as a 
forerunner to invasive carcinoma. And yet 
another is the growing use of exfoliative 
cytology, certainly one of the most impor- 
tant advances in gynecologic diagnosis. 

If the entire adult female population 
could have a pelvic examination every six 
months and Papanicolaou smears every 
twelve, and if these were properly done and 
examined, and the results properly acted 
upon, the diagnosis of late carcinoma would 
rapidly diminish and the cure rate rapidly 
improve. In the case of cervical cancer late 
diagnosis would diminish to the vanishing 
point and the cure rate approach 100%. 
There would also be important improve- 
ment in the outlook for cancers of the vulva, 


vagina, and endometrium, and, though to 
a less degree, for adnexal cancer. 

The distance to the millennium when there 
will be a specific general therapeutic agent 
for the eradication of cancer is not predict- 
able. But, in countries such as ours, one 
millennium could be very close. That is the 
happy time when proper pelvic examina- 
tions and diagnostic methods are available 
to all women and used regularly. For this we 
have already the clinicians and the patholo- 
gists; we are fast getting the cytologists and 
cytotechnicians. 

So important and so fruitful is early diag- 
nosis, that it is desirable for every physician 
seeing women patients to do, if it is in his 
province, or have done by others qualified, 
or to encourage or urge the doing, of these 
examinations and tests. And then, when the 
diagnosis is made, it is a must for the cancer 
therapist to use the best treatment for the 
particular disease in the particular patient. 


1200 East Broad Street 
Richmond 19, Virginia 


Don’t Use Detergents 


Detergents should not be used as a hair 
shampoo, according to a staff consultant of 
the American Medical Association. 

Joseph B. Jerome, Ph.D., of the A.M.A. 
Committee on Cosmetics, said in the March 
11 A.M.A. Journal that detergents are for- 
mulated for heavier cleaning duty than 
washing hair. 

“Thus, while they may fall within the 
manufacturing tolerances they are likely to 
contain caustic ingredients which are irri- 
tating to the more sensitive areas of the skin. 
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In using such products, one must always 
consider the possible damage not only to the 
hair and scalp but also to the eyes. 

“With this in mind the use of commercial 
detergents for shampoos should be con- 
demned. A large number of available sham- 
poos are blander and, therefore, to be pre- 
ferred.” 

Dr. Jerome made the statement in answer 
to a question sent to the Journal by a Con- 
necticut physician who said some mothers 
had been using detergents for shampoo. 
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Mental Health .... 


Virginia Treatment Center 


Barring some unforeseen circumstance, 
the Virginia Treatment Center for Children 
should be in operation by late summer 1961. 
Since there has been some misunderstanding 
apparent about the operation and super- 
vision of this new agency of the Common- 
wealth, it seems advisable to reproduce in 
full that section of the Code of Virginia 
which is pertinent. The following material 
is reprinted from the 1950 Code and the 
1960 Cumulative Supplement: 


ARTICLE § 


Virginia Treatment Center for 


Children 


§37-25.1. Establishment and location. 
—The State Hospital Board is authorized 
and directed to establish, construct and 
equip a treatment center to provide for 
study, treatment and care, and for re- 
search into methods of treatment, of 
emotionally disturbed and mentally ill 
children. The center shall be known as 
the Virginia Treatment Center for Chil- 
dren and shall be located on State-owned 
property within the vicinity of a State- 
supported medical teaching center. (1956, 
c.60.) 


§37-25.2. Supervision and control of 
State Hospital Board.—The Treatment 
Center shall be under the supervision and 
control of the State Hospital Board, which 
shall determine the policies to be followed 
in the operation and management of the 
Center and may adopt rules and regula- 
tions with respect thereto and concerning 
the admission of patients to the Center. 
(1956, c.60.) 

§37-25.3. Director and other person- 


Hmam W. Davis, M.D., Commissioner, Department 
Mental Hygiene and Hospitals, Richmond, Virginia. 
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nel.—The Commissioner of Mental Hy- 
giene and Hospitals shall appoint, subject 
to the approval of the State Hospital 
Board, a director of the Treatment Cen- 
ter, who shall be a physician who is a 
graduate of a medical school approved by 
the American Medical Association and 
who has been engaged in the practice of 
psychiatry for at least five years. The 
director shall perform such duties as the 
State Hospital Board or the Commissioner 
shall prescribe. Subject to the provisions 
of chapter 9 (§2-78 et seq.) of Title 2 of 
the Code, the director may recommend 
for appointment by the Commissioner all 
other officers and employees of the Treat- 
ment Center. (1956, c.60.) 

§37-25.4. Admissions and transfers.— 
(a) Only mentally ill or emotionally dis- 
turbed children under sixteen years of 
age shall be admitted or transferred to the 
Treatment Center. 

(b) Voluntary admissions shall be 
made, in the discretion of the director, 
upon application signed by the parent or 
parents or legal guardian of the child, 
which shall be accompanied by a certifi- 
cate signed by a psychiatrist or physician 
that, in his opinion, study, care and treat- 
ment at the Center would be beneficial to 
the child. ‘A complete case history shall 
accompany each such application. 

(c) Transfers to the Center may be 
made as provided in §37-7 with respect 
to transfers between other institutions 
under the control of the State Hospital 
Board. Upon application made by any 
State department, institution or agency 
having custody of any child who is men- 
tally ill or emotionally disturbed, such 
child may, with the approval of the Com- 
missioner, be admitted for study, care and 
treatment at the Center. (1956, c. 60.) 
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§37-25.5. Duration of care and treat- 
ment; children to be in custody and con- 
trol of director.—No admission or trans- 
fer to the Center shall be for a period 
longer than three months: provided, how- 
ever, that the director, with the approval 
of the Commissioner, may discharge or 
otherwise release a patient as provided by 
law with respect to other institutions un- 
der the control of the State Hospital 
Board; or may, with such approval, ex- 
tend the period of study, care and treat- 
ment from time to time if necessary. In 
no event shall a child remain in the Center 
for more than twelve consecutive months. 
All children admitted or transferred to 
the Center shall be in the custody and 
under the control of the director, who 
may impose such restraints on any such 


child as he may deem necessary for the 
welfare of the child or the proper con- 
duct of the Center. (1956, c.60.) 

§37-25.6. Liability for cost of care and 
treatment.—The parent, guardian or oth- 
er person legally liable for the support 
of any child admitted or transferred to 
the Center shall be liable for the cost of 
the care and treatment of such child 
therein to the extent set forth as to the 
other institutions under the control of 
the State Hospital Board in article 6 
(§37-125.1 et seq.) , chapter 3 of this title, 
which cost may be collected in the man- 
ner therein provided. (1956, c.60) 


This will be the first of several articles 
dealing with the new center which should 
be of interest to The Medical Society of 
Virginia. 


Thyroid and Mental Ills 


A functional relationship has been sug- 
gested between hyperthyroidism and mental 
disease. Dr. Ben Bursten, Cincinnati, writ- 
ing in the March Archives of General Psy- 
chiatry, published by the American Medical 
Association, said: 

“While the incidence of hyperthyroidism 
in a psychotic population is low, there are 
sufficient cases of psychosis in populations 
of thyrotoxic patients to suggest a func- 
tional relationship between the two disease 
processes.” 


Hyperthyroidism is the disease caused by 
an overactive thyroid gland. 


There is no one particular type of psycho- 
sis characteristic of the hyperthyroid pa- 
tient. 


“Sometimes the course of the illness sug- 
gests that the thyrotoxicosis has precipitated 
the psychosis, and sometimes it would seem 
that the anxieties and activity associated 
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with psychotic decompensation has precipi- 
tated the thyrotoxicosis.” 

“A third possibility is that both processes 
may develop simultaneously as a consequence 
of psychodynamic shifts.” 

In many cases, there is probably a joint 
action between the two diseases. 

“Once these processes are started, it is 
easy to see how they can augment each 
other.”” On the other hand, the two diseases 
do not follow parallel courses. 

“This serves to emphasize that even 
though the two processes may be function- 
ally related, many other etiological factors 
are involved, and while one process may pre- 
cipitate the other, it is not necessary for the 
elaboration or continuation of the symptoms 
of the other process.” 

Dr. Bursten based his conclusions on data 
gathered at Edward J. Meyer Hospital, Buf- 
falo, N.Y., a county general hospital with 
a large psychiatric unit. 
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Miscellaneous... . 


Coercive Health Security 


In his Thursday night TV debate with 
Dr. Edward R. Annis, spokesman for the 
American Medical Association, CIO Presi- 
dent Walter Reuther accused the AMA of 
having traditionally opposed all forms of 
collective “health security” projects. The 
charge was too sweeping, but Mr. Reuther 
was quite right when he said that the AMA 
regards all compulsory schemes as converg- 
ing toward socialism. 

The medical profession has ample reason 
to oppose all compulsory health schemes, in- 
cluding federalized medical care for the 
aged. The AMA is qualified to recognize 
and diagnose the incipient symptoms of the 
highly contagious collectivist disease now 
sweeping the world. 

Surely, after the example set by Soviet 
Russia, the ultimate consequences of com- 
pulsory security of any sort have become too 
obvious to require elaboration. 

Mr. Kennedy mislabeled his proposal for 
medical care a “freedom of choice” plan. 

“Freedom” would apply only to selection 
of one’s own “doctor and hospital;” there 
would be no choice so far as submission to 
taxation is concerned. The proposed levy 
would be imposed, without exception, on 
all social security-card holders, and the ben- 
eficiaries would include not only the in- 
digent, but (as Arthur Krock pointed out 
in Friday’s column) the hypochondriacs, the 
chiselers and millions of aging who would 
otherwise be willing and able to pay their 
doctor and hospital bills. 

Like all socialistic mass-panaceas, this one 
has a humanitarian appeal, and as always, 
those who oppose it for fiscal, actuarial or 
moral reasons are certain to be classified as 
“reactionary.” 

This massive, cumbersome scheme would 
not be actuarially sound—even if those who 
would chip in during their productive lives 
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could be assured that inflation has been 
halted in its tracks. 

With Congress including a large portion 
of policitians who subscribe to the New 
Deal’s “spend-and-spend, elect-and-elect” 
philosophy, the tempo of “creeping infla- 
tion” is more likely to accelerate in the years 
ahead. 

Worst of all, while the prospect for full 
medical care of a steadily growing number 
of the aged is by no means assured under 
the plan, expectation of it would be condu- 
cive to reckless credit-spending, with no 
thought for the morrow. It would discour- 
age self-sufficiency and saving for the rainy 
days of old age. It would shatter what’s 
left of the American ideal that every citizen 
is individually responsible for the voluntary 
preservation of his own security in old age. 
By removing the necessity of thrift, it would 
tend to promote inflation. 

Because the plan would be coercive, it 
would lead to acceptance of the leftwing 
ideology that the state—personified by the 
centralized government in Washington—is 
wholly responsible for cradle-to-the-grave 
security. 


—Richmond Times-Dispatch 


Published with the permission of the Editor, Vir- 
ginius Dabney. 


A Need for Definition 


In its various calls to arms to stem the 
socialistic tide, organized medicine has con- 
sistently emphasized the necessity of main- 
taining “freedom of choice of physician” 
and the intimate, personal physician-patient 
relation, or relationship, as it is called by 
those who prefer long words to short ones. 
These phrases have assumed an awesome au- 
thority within the profession and command 
an almost humble respect when they are 
sounded bright and clear throughout the 
land. Those questioning their basic integrity 


MepicaL MONTHLY 


4 

4 
| 
te 
2 
~ 
Pa 
: 
$ 


or sense—or who even ask plaintively what 
they mean—are at once suspect and berated 
for violating the sanctity of democratic 
gospel. 

And yet, as it must to all men who blithe- 
ly spout slogans and pithy platitudes, there 
comes a time when interpretations and in- 
tentions are questioned and definitions chal- 
lenged. This may be the time for organized 
medicine to define, positively and compre- 
hensibly, just what it means by “freedom of 
choice of physician” and “physician-patient 
relationship.” Without a clear-cut defini- 
tion of its stand on these two fundamental 
precepts, organized medicine’s crusade can 
easily founder in the sea of its own seman- 
tics. The clear-cut definition must be one 
that is understood not only by the general 
public but also, what is more important, by 
the members of the medical profession who 
espouse the cause of freedom of choice and 
the maintenance of the physician-patient 
relation. 

On February 4, 1959, the Council of the 
Massachusetts Medical Society considered 
the following questions posed by the Board 
of Trustees of the American Medical Asso- 
ciation: “Is the concept of free choice of 
physicians to be considered a fundamental 
principle incontrovertible, unalterable and 
essential to good medical care without qual- 
ification?” “What is your attitude regard- 
ing physician participiation in those systems 
of medical care which restrict free choice 
of physician?” 

The Council voted “no” to the first ques- 
tion. The Council answered the second ques- 
tion as follows: 

The attitude of the Massachusetts Medical So- 
ciety toward physician participation in systems of 
medical care that restrict free choice of physician 
is without qualification that the fundamental in- 
controvertible and essential obligation of the med- 
ical profession is to provide the highest available 
quality of medical care to the public. If such care 
is otherwise unavailable, it is not unethical for 
physicians to participate in such plans, but the 
plans should be kept under observation, and the 
principle of free choice should be encouraged 


wherever possible and consistent with the primary 
purpose. 
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During the lengthy debate on these two 
questions, it was admitted by a few of the 
debaters that free choice is not in every in- 
stance essential to good medical care and 
that the presence of free choice is no guaran- 
tee of good care. The dangers inherent in 
lay-controlled plans that limit or restrict 
free choice of physician were emphasized. 

Freedom of choice itself, however, was not 
defined. It is conceivable that because of 
changing patterns of medical practice, the 
patient’s idea of “free choice” may be quite 
different from that of the physician. As 
an example, does the patient believe that he 
has exercised “free choice” when he places 
himself in the hands of a group, clinic or 
panel (open or closed) ? 

The phrase “maintaining the physician- 
patient relationship” has been bandied about 
to such an extent that it defies definition. 
Despite its vagueness, however, a personal 
relation is implied. The argument becomes 
one of how much personal relation is gained 
or lost through medical care in solo practice, 
free-choice clinics or panels or in medical- 
care plans involving third parties and how 
much personal relation the modern patient 
actually wants. Does the average modern 
patient want a sentimental attachment and 
a shoulder to cry on, or does he prefer a 
conscientious, well trained, scientific and 
considerate physician? 

Since the patients themselves will deter- 
mine along what political and economic 
roads the practice of medicine will travel, 
the American Medical Association may well 
consider the feasibility of conducting a 
scientifically sound survey among patients 
regarding what they want in a physician, 
what they consider the ideal physician-pa- 
tient relation and what they regard as free 
choice of physician. Along with patients’ 
opinions as guides, organized medicine may 
be able to define comprehensively and posi- 
tively freedom of choice and _physician- 
patient relations. 

The New England Journal of Medicine 263: 1200, 
December 8, 1960. 

Published with permission of Editor. 
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Woman’ Auxiliary .... 


President 
President-Elect 


Mrs. F. Clyde Bedsaul, Floyd 

Mrs. William F. Grigg, Jr., Richmond 
Mrs. Robert Keeling, South Hill 

Mrs. Theodore McCord, Fairfax 

Mrs. Byron Eberly, Portsmouth 


Vice-Presidents 


Recording Secretary__Mrs. A. B. Gravatt, Jr., Kilmarnock 
Mrs. J. Glenn Cox, Hillsville 


Mrs. James M. Moss, Alexandria 


Corresponding Secretary 
Treasurer 
Publications Chairman Mrs. Custis L. Coleman, Richmond 


Mrs. Walter A. Porter, Hillsville 
Mrs. Charles A. Easley, Jr., Danville 
Mrs. John R. St. George, Portsmouth 


Directors 


Conference Minutes. 


The Third Mid-year Conference of the 
Woman’s Auxiliary to The Medical Society 
of Virginia was held at the Medical Society 
Headquarters, Richmond, January 18. 

The President, Mrs. F. Clyde Bedsaul, 
called the meeting to order. The Chaplain, 
Mrs. Hawes Campbell, gave the invocation, 
which was followed by the Pledge of Alle- 
giance to the Flag and the Pledge of Loyalty 
to the Woman’s Auxiliary to the American 
Medical Association. 

Mr. Robert I. Howard, Executive Secre- 
tary of The Medical Society of Virginia, 
welcomed us on behalf of the Society. 

Mrs. Bedsaul introduced Mrs. Walter H. 
Buffey, President of the Auxiliary to the 
Richmond Academy of Medicine, who with 
other members of the Richmond Auxiliary, 
was hostess for the conference. 

The program was then presented by the 
following chairmen of committees: 

Membership: Mrs. W. F. Grigg, Jr. 

Mrs. Grigg stated that we should inform 
and explain the functions of the auxiliary 
to those doctors’ wives who do not belong 
to the auxiliary. Three principles of high 
level membership are (1) harmony, (2) 
absorbing programs and, (3) understanding 
the purposes and policies of the Auxiliary 
to A. M. A. 

Finance: Mrs. Walter A. Porter 

Mrs. Porter urged the treasurers to send 
the dues in on time. It is hoped that our 
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membership can be increased so that we 
may have more funds with which to work. 

The roll was called by the secretary. Nine- 
teen officers and chairman were present, ten 
auxiliaries were represented, and a total of 
33 members were present. 

Legislation: Mrs. Wyndham B. Blanton, 

Jr. 

Mrs. Blanton introduced Mr. Richard 
Nelson, Field Representative of A.M.A. who 
spoke to us on the legislative world that we 
live in today. Mr. Nelson was a very inter- 
esting and well informed speaker and an- 
swered several questions at the conclusion 
of his talk. The importance of repeated 
letters to Congressmen was stressed and it 
was agreed that our motto should be “A 
Wave of Words in 1961”. : 

Leigh-Hodges-Wright: Mrs. Edward S. 

Ray 

Mrs. Ray gave a brief history of this fund 
and reported a balance of $2,298.21 in the 
bank. 

Community Service: Mrs. Hugh Stokes 

Mrs. Stokes urged that we all put empha- 
sis On Community service this year. 

A.M.E.F.: Mrs. H. L. Bastien 

In the absence of Mrs. Bastien, Mrs. Bed- 
saul reported that token contributions to 
A.M.E.F. are not enough and that we are 
asked to give $5.00 per member this year. 
Since money given is matched by industrial 
funds, we always get back much more than 
is given. It is suggested that doctors making 
contributions to medical schools do so 
through A.M.E.F. since individual schools 
may be designated as recipients. 

Members-at-Large: Mrs. W. Nash 

Thompson 

Mrs. Thompson stated that we now have 
20 members-at-large. These are voting 
members and pay dues of $3.00. 

Historian: Mrs. Byron T. Eberly 

Mrs. Eberly exhibited a very beautifully 
kept scrapbook and urged us to send her 
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clippings and other mementos for the book. 

Publicity: Mrs. Custis Coleman 

Mrs. Coleman requested that we send in 
write-ups of meetings to her promptly so 
that they may be reported on the Auxiliary 
page of the Virginia Medical Monthly. 

Bulletin: Mrs. C. C. Hatfield 

Mrs. Hatfield was not present and Mrs. 
Bedsaul asked that we all subscribe to and 
read the Bulletin. 

Philanthropic Fund: Mrs. Ralph Landes 

Mrs. Landes explained that this fund goes 
to Sheltering Arms Hospital and the Crip- 
pled Children’s Hospital both of which re- 
ceive patients from the entire State of Vir- 
ginia. Several Auxiliaries have projects to 
raise funds for these hospitals. Mrs. Buffey 
reported that the Richmond Auxiliary raised 
$2,500.00 for Sheltering Arms by conduct- 
ing a house tour. 

Student Loan Fund. Mrs. Lee A. Liggan 


Mrs. Liggan reported that the loan fund 
now has almost $1,000 and asked that some 
one in each community visit the high schools 
and tell students about the fund. 

The meeting recessed at 1:15 for lunch 
and resumed at 2 P.M. 

Health Education: Mrs. Milton Frieden- 

berg 

Mrs. Friedenberg introduces Mr. Herman 
L. Goldberg, Executive Director of Jewish 
Family Services, Richmond, who spoke to 
us on Mental Health for the Three Genera- 
tion Family. 

Councilor to Southern: Mrs. James M. 

Moss 

Mrs. Moss announced that Southern will 
meet at the Statler-Hilton in Dallas, Texas, 
November 6-9, 1961, and made suggestions 
concerning the observance of Doctor’s Day. 
Mrs. K. W. Howard, President of the South- 


ern Auxiliary, spoke of her work so far this 
year. 


The program concluded, the meeting was 
adjourned at 3 P.M. 


RutH L. Gravatt, 
Recording Secretary 
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Mid-year Board Meeting Minutes 


The Mid-year Board Meeting of the 
Woman’s Auxiliary to The Medical Society 
of Virginia was held at the Medical Society 
Headquarters, Richmond, on January 19th. 

The meeting was called to order by the 
President, Mrs. F. Clyde Bedsaul, and the 
invocation was given by the Chaplain, Mrs. 
Hawes Campbell. 

The roll was called by the Secretary. Pres- 
ent were 16 officers and chairmen and repre- 
sentatives from eleven auxiliaries. The min- 
utes of the pre-convention Board meeting 
were read and approved as read. 

Mrs. Bedsaul recognized the past-presi- 
dents who were present, and then made the 
following appointments: 

Reading Committee: Mrs. W. F. Grigg, 
Jr., Mrs. R. D. Keeling, Mrs. Theodore 
McCord 

Rural Health Chairman: 
Manges 


Mrs. C. F. 

The following officers gave reports: 

President—Mrs. Bedsaul 

President-elect—Mrs. Grigg reported 
progress being made toward the organi- 
zation of auxiliaries in Williamsburg 
and Virginia Beach. 

Mrs. Keeling 

Secretary—Mrs. Gravatt 

Chaplain—Mrs. Campbell 

Treasurer—Mrs. Moss gave this report: 
Balance brought 

forward 

Receipts 


Ist Vice-president 


$2753.15 
418.00 


$3171.15 
Disbursements to 
1-17-61 
on 1-18-61 


283.60 


259.42 543.02 


Balance on hand 
1-19-61 $2628.13 
Of which $942.00 is the Student 
Loan Fund. 


The Chairman of the Auditing Commit- 
tee, Mrs. Robert H. Anderson, of Alexan- 
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dria, reported the books in perfect order and 
made a motion that the President’s travel 
expense allotment be increased from $700 
to $1,000. Seconded by Mrs. Buffey. After 
discussion the motion was not carried by a 
vote of 8 for to 14 against. Mrs. Porter 
moved, seconded by Mrs. McCord, that this 
matter be referred to the finance committee 
for consideration. Motion carried. 

The following county auxiliaries reported: 
Alexandria—Mrs. Anderson 
Arlington—Mrs. R. L. Norment 
Danville-Pittsylvania—Mrs. J. R. Eg- 

gleston 
Fairfax—Mrs. McCord reporting for 
the president. 
Fourth District-—Mrs. Whittle’s report 
read by the secretary. 
Lynchburg—Mrs. Morris’s report read 
by the secretary. 
Newport News—Mrs. M. L. Horne, 
president-elect. 
Norfolk—Mrs. J. T. McFadden 
Portsmouth—Mrs. Roy R. Powell 
Richmond—Mrs. W. H. Buffey 
Southwestern—Mrs. George Kelley 

Mrs. Bedsaul stated that the national re- 
port blanks will be sent to state chairmen 
soon and to please fill out and return 
promptly. It was requested that all chair- 
men and presidents of auxiliaries make com- 
plete reports of all their work before leav- 
ing office and mail reports to the president. 
The secretaries of local auxiliaries were asked 
to send names of deceased members to the 
president by May Ist. Final annual reports 
must be in the president’s hands not later 
than August 15, 1961. 

Mrs. Carl Parker, chairman of the nom- 
inating committee, reported that the com- 
mittee has met and asked for recommenda- 
tions for the various offices. The slate should 
be complete and sent to the President-elect, 
Mrs. Grigg, by June 1, 1961. 

Mrs. Bedsaul asked that we save time for 
auxiliary work and not become too involved 
with other activities, so that we may say 
“yes” when asked to serve by the nominat- 
ing committee. 
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The subject of Honorary members was 
discussed in response to a question by Mrs. 
Eggleston of Danville-Pittsylvania. Hon- 
orary members pay no dues. Their state and 
national dues are paid by the local auxiliary. 
We have one state Honorary member, Mrs. 
William Lett Harris of Norfolk. 

The Treasurer, Mrs. Moss, asked that 
local treasurers please transcribe to the back 
of the treasurer’s cards each year, the offices 
held by the members. 

The President-elect, Mrs. Grigg, suggested 
that in the future Presidential visits to aux- 
iliaries be made in the Fall so that the in- 
formation from the Presidents’ Conference 
can be given to the auxiliaries while it is 
current and of benefit to them during the 
year. 

Mrs. Bedsaul thanked Mrs. Buffey and the 
Richmond Auxiliary for making the ar- 
rangements for the conference and Board 
meeting. 

A note from Mrs. R. W. Howard thank- 
ing the auxiliary for the silver plates, pre- 
sented to her on the occasion of her becom- 
ing President of the Southern Auxiliary, was 
read by the Secretary. 

RuTtH L. GRavaTtT 
(Mrs. A. B. Gravatt, JR.) 
Recording Secretar) 


Alexandria. 


The popular guitarist, Charlie Bryd, pro- 
vided an exceptionally pleasant and relax- 
ing afternoon’s entertainment for the Al- 
exandria Medical Auxiliary on February 
21st at the home of Mrs. Harrison Picot. 
Following the luncheon served by Mrs. James 
Gilbert, Mrs. H. Glenn Thompson and Mrs. 
Picot, the members of the Auxiliary settled 
themselves comfortably in the living room 
to enjoy Mr. Bryd’s classic guitar. In his 
opinion, the guitar is best suited to this type 
of setting, and, in fact gained its first pop- 
ularity in the 16th century, in Spain, as a 
“parlor instrument”. 

Interspersing his playing with a history of 
the guitar, Mr. Bryd, who is leaving soon on 
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a concert tour of South America, included 
in his musical program two pavans, a Luis 
Milan, Prelude and Gavotte, Etude in B 
Minor, a Fernando Sor, and Sonta Paganini. 

A short business meeting followed, pre- 
sided over by Mrs. Robert Anderson. Nata- 
lie Baum pointed out that the recent in- 
crease in unemployment in the community 
would undoubtedly mean a greater need 


Medical mail-order quacks were termed 
the “meanest sharpies in the world” in an 
expose in the March Today’s Health maga- 
zine, published by the American Medical 
Association. 

“Peddling useless drugs, fake ‘remedies,’ 
and bizarre therapeutic gadgets via the U.S. 
mails is a lucrative source of income for 
some of the meanest sharpies in the world. 
These human vultures feed on the ignorance 
and hopes of men and women who yearn 
for the ‘miracles’ that legitimate medicine 
thus far has been unable to provide.” 

The U.S. Postal Inspection Service was 
credited with preventing mail-order quack- 
ery from becoming possibly the greatest 
swindle of all time. However, last year the 
American public was bilked out of $50 mil- 
lion by mail-order frauds. 

“For the most part, medical mail-order 
frauds operate on two related theories: Some 
people will pay anything for a promised 
‘miracle,’ and a certain percentage of suck- 
ers can be found on almost any mailing list. 

“Accordingly, high on the gyp parade are 
preparations and devices that appeal to van- 
ity, and ‘cures’ or treatments for ailments 
for which no effective treatments are 
known. These range from bosom developers 
and ‘dietless’ reducing schemes based on pills, 
tonics, and gadgets to the most tragic of all 
nostrums, ‘cures’ for victims of heart dis- 
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Meanest Sharpies in World 


for shoes in the community and suggested 
an immediate all-out effort to increase our 
stock of children’s shoes at the Shoe Center. 


A covered dish supper was held on Feb- 
ruary 11th at the home of Dr. and Mrs. 
John Hoyle with about 15 in attendance, 
in spite of the snow. 


Jean C. Murpny. 


ease, arthritis, rheumatism, and cancer.” 

The mail-order quack, no matter how 
harmless his cure or gadget, is a potential 
killer. Mail-order quackery causes misery, 
injury, and death by delaying early and 
proper treatment by a physician. “Time 
after time, postal inspectors have seen such 
delays spell the difference between life and 
death.” 

A current danger is the widespread traffic 
in appetite depressants, pushed as schemes 
for dietless reducing. 

“Without exception, these mail-order 
‘diet’ plans are worthless or misleading. 
What’s worse, the most vulnerable suckers 
on the mailing list are those who have ail- 
ments frequently associated with obesity— 
diabetes, thyroid disease, and heart, liver, 
and kidney trouble. For these hapless vic- 
tims, dieting without a physician’s guidance, 
like almost any form of self-medication, is 
fraught with danger.” 

Avoiding mail frauds can be a simple mat- 
ter of regarding any therapy, device, treat- 
ment, remedy, or cure sold by mail with 
suspicion, especially if it makes sweeping 
claims. “In any case, your best protection is 
your own doctor. If you think it’s some- 
thing he may not have heard about, he can 
look into it a lot quicker and more reliably 
than you can.” 

The article was written by Harry Kursh. 
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Editorial.... 


Quality Control in the Practice of Pathology 


J ieee CONFIDENCE placed by the medical profession in the results 

of laboratory tests is a challenge to the practice of pathology. A 
modern laboratory is expected to live up to standards of accuracy, repro- 
ducibility, specificity and general dependability to justify the reliance 
placed upon it by the various and numerous requests. 


To meet this challenge, an increased emphasis on quality control de- 
veloped in recent years. The concept of quality control is not new. The 
term, however, was recently borrowed from industry where it is an 
important aspect of the productive effort. 


Quality control as adapted to laboratory medicine deals with the fol- 


lowing areas: (a) personnel, (b) equipment, (c) reagents, and (d) 
methods. 


Personnel: It is perfectly obvious that complete automation of 
laboratory procedures is not anywhere in sight, and reliance on the com- 
petence, intelligence and integrity of laboratory personnel will be neces- 
sary for many years to come. Each department of a well run laboratory 
is supervised by a medical technologist who pursued the proper college 
curriculum and was trained in an approved school of medical technology 
under the sponsorship of the American Society of Clinical Pathologists. 
They have passed a comprehensive test organized by the registry of 
Medical Technologists (A.S.C.P.) and are pledged to a strict code of 
ethics. Their training and work are supervised by a specialist in pathol- 
ogy. They perform the more exacting laboratory procedures, check 
the accuracy and suitability of instruments, detect flaws in procedures 
and act with the director of the laboratory as a quality control team. 


Ancillary laboratory personnel working under the supervision of tech- 
nologists are entrusted with tasks which are less exacting as far as the 
educational background is concerned. Most of their activities are of a 
routine and repetitious nature. This fact, however, does not constitute 
any compromise to accuracy and meticulous attention to technical de- 
tails of each procedure. 


Professional integrity of the personnel is a most essential requisite. 
Any technician who encounters difficulties in the execution of his task 
should be the first one to call attention of his supervisor to his problem. 
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“Covering up” by making the tests “fit” each other or the technician’s 
concept of the clinical picture is a modification of the old-fashioned 
“sink test” and cannot be tolerated. Any technician indulging in this 
practice has no place in a medical laboratory. 


Proper motivation of the laboratory personnel is essential to good 
morale and proper function of a laboratory. A technician should be 
acquainted as much as possible with the importance of his work in the 
“bigger picture”. Technicians should be invited, at least occasionally, to 
medical staff meetings particularly where laboratory tests are discussed 
in reference to the solution of a clinical program. This experience tends 
to develop the self-respect and their respect for their work, both im- 
portant ingredients of proper motivation. 


The proficiency of the laboratory personnel is maintained and ad- 


vanced by participation in periodic proficiency surveys conducted by 
the Commission on Continuing Education of the American Society of 
Clinical Pathologists. “Unknowns” with problems in bacteriology, para- 
sitology, clinical chemistry, hematology, etc., are sent to participating 
laboratories by reference laboratories. The problems are followed by an 
instructive critique. Workshops and refresher courses organized by state, 
regional and national societies of pathologists and medical technologists 
are also an important tool in maintaining and improving the personnel 
standards of modern laboratories. 


Equipment: Adequacy of laboratory equipment is a constantly 
recurring problem. Even simple instruments such as pipettes, urinome- 
ters, etc., frequently fail to measure up to standards of accuracy and 
have to be checked and recalibrated or discarded. 


Some pieces of equipment loose their accuracy after prolonged use. A 
paper scale enclosed in the urinometer neck may slip down and cause 
inaccurate readings of specific gravity. A cuvet may accumulate enough 
scratches in the course of repeated washings until its optical adequacy is 
significantly reduced and the readings of an otherwise accurate spectro- 
photometric device become erroneous. 


Cleanliness of equipment is an important factor. A dirty pipette fails 
to deliver the required amount of filtrate or reagent and interferes with 
accuracy and reproducibility of results. 


Reagents: Reagents should be prepared from chemically pure ingre- 
dients or purchased from reliable manufacturers where preparation 
of the reagents within the laboratory is impractical for a variety of 
reasons. In either case, the adequacy of each batch of reagents should 
be tested against known standard solutions. 
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Preparation of standard solutions may be a gigantic task. The develop- 
ment of a certified standard for use in determination of hemoglobin con- 
sumed years of research by a special panel organized in 1954 by the 
Division of Medical Sciences—National Research Council. The panel 
consisted of representatives of several medical schools, National Institutes 
of Health, National Bureau of Standards, Walter Reed Army Institute 
of Research, College of American Pathologists, American Society of 
Clinical Pathologists and National Research Council of Canada. After 
extensive field trials involving more than a thousand laboratories, the 
panel adapted a cyanmethemoglobin standard devised by Drabkin. In 
1958, the final proposal was made by the Division of Medical Sciences— 
National Academy of Sciences—National Research Council.’ 


Other standard solutions are supplied by the College of American 
Pathologists and by some manufacturers of laboratory reagents. 


Methods: The choice of methods for use in medical laboratories is 
usually the task of the pathologist. A method has to meet requirements of 
accuracy, specificity and reproducibility. It must also be reasonably 
simple. A complicated procedure introduces many variables and thus 
potential sources of error. A method should also be rapid. A time con- 
suming method may deliver accurate results too late to be of practical 
value in the clinical management of a case. The method as well as the 
equipment should be tested against various strengths of reliable standard 
solutions on several occasions to insure reproducibility. It is desirable, 
particularly with procedures that are used infrequently, to run each test 
in duplicate or triplicate simultaneously with a standard solution. 


Quality control is not a static situation where the laboratory personnel 
complacently adheres to a set of practices no matter how well they were 
thought out. 


Quality control demands constant vigilance by every member of the 
laboratory team. It requires meticulous attention to details, initiative and 


ingenuity in devising new methods or inventing new applications for old 
methods. 


SIMON Russi, M.D. 


1. Cannan, R. Keith: Proposal for a Certified Standard for Use in Hemoglobinometry. 
Am. J. Clin. Path. 30: 211-215, September 1958. 
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H.R. 4222: Now that the lines have been drawn and the battle is on, it may indeed 
be well to take another look at the administration’s bill to tie health care for the aged 
to the Social Security system. Surely every physician should be thoroughly informed 
concerning this bill and thus be in position to point out the threat which it poses, not 
only for the profession, but for every American. 


The bill would amend the Social Security Law by adding a new title (XVI) under 
which in-patient hospital services, skilled nursing home services, home health services, 
and out-patient hospital diagnostic services would be provided to any individual over 
age 65 who is entitled to monthly insurance benefits under title II of the Social Security 
Law or under the Railroad Retirement Act, whether or not they are receiving them. 


The services provided under the bill may be broken down as follows: 


Up to 90 days of in-patient hospitalization in semiprivate accommodations (two-, 
three- or four-bed) subject to a deductible of $10 for each of the first nine days of 
hospitalization, with a minimum deduction of $20. 


Up to 180 days of skilled nursing home services, but the combined in-patient hos- 
pital services and skilled nursing home services could not exceed 150 units of serv- 
ices furnished during a “benefit period”. 


Home health services up to a maximum of 240 visits during a calendar year (in- 
cludes such services as intermittent nursing care therapy). 


Out-patient hospital diagnostic services which would be subject to a deductible of 
$20 for each complete diagnostic study. 


A “unit of service” would be equal to one day of in-patient hospital services or 
two days of skilled nursing home services. Thus, an individual who remained in a hos- 
pital for 90 days would be eligible for an additional 120 days of skilled nursing home 
care after his hospitalization. 


There are many sound arguments against this proposal. It would create a huge Federal 
bureaucracy from which no good can come; it is actually unnecessary since the Kerr- 
Mills law, once implemented by the States, will meet the needs of the needy aged; it 
would probably destroy private voluntary health insurance plans and would undoubt- 
edly be extended to provide all professional services to all persons of all ages—in other 
words complete compulsory government health insurance. 
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a In order to meet the cost of the program, the wage base subject to Social Security taxes es 
a would be increased in 1962 from $4,800 to $5,000. The tax rate would be increased a 
as follows: i 
Self-Employed Employee-Employer (each) 
Present Proposed Present Proposed fe 
1963-65 554% 314% 334% 
1966-68 6 %G 654% 4 % 4V/,% 
1969 & thereafter 634% 434% 
It should be pointed out that H.R. 4222 does not cover physicians’ services in office, Zp 
‘ home or hospital. It seems safe to predict, however, that should the bill be enacted, the : : 
é very next step would be to include professional services. a 
| AMA ANNUAL MEETING: The 110th Annual Meeting of the American Medical oy 
; Association will bring an estimated 50,000 persons, including 25,000 physicians, into a 
a New York City from June 25-30. a. 
The five day convention, referred to as the “world’s fair of medicine”, will attract not : « 
only physicians, but also their wives and families, internes, residents, exhibitors and oF 0 
: many others connected with medicine and its allied fields. se 
t All four floors of New York’s big Coliseum will be needed for the 827 technical and 350 a | 
q scientific exhibits. More than 2,000 physicians will take part in the scientific program — 
designed to keep physicians current. Teaching mediums will include lectures, sympo- : a 
; siums, panel discussions, movies and closed circuit TV. ay 
; Physicians will be particularly interested in the expanded physical examination booth 
on the third floor of the Coliseum. During the Meeting at Miami Beach last year, 20% ay 
: of the 1,328 physicians examined were found to have heart abnormalities. This repre- a 
: sented twice the average for the general population. Of the 1,008 doctors taking chest . x 
2 X-rays, 14% were found to have abnormalities. - a 
e DID YOU KNOW: In 1923, only 11 per cent of all physicians limited their practice i: a 
‘ to a specialty, while today full-time specialists comprise 38 per cent of all physicians. » 4 
t The total disability from last year’s 13,800 deaths and 1,960,000 work injuries repre- - 
: sents approximately 167 million man-days of disability, the equivalent to a year’s full- el 
time employment of some 540,000 workers. ah 


Nens Notes .... 


New Members. 


Since the list published in the March issue 
of the Monthly, the following new members 
have been received into The Medical Society 
of Virginia: 

Chee Kong Chu, M.D., Catawba 

Wirt Lee Davis, M.D., South Hill 

James Edward Etheridge, Jr., M.D., Char- 

lottesville 

John Stevenson Fletcher, M.D., Williams- 

burg 

Walter J. Geeraets, M.D., Richmond 

James Raymond Berry Hutchinson, Jr., 

M.D., Richlands 

Robert Lionel Kent, M.D., Wise 

John H. Kliwer, M.D., Charlottesville 

James Richmond Low, M.D., Fredericks- 

burg 

Gerhard H. Lukowsky, M.D., Alexandria 

Eugene Davis Nolley, M.D., Churchville 

James C. Rahman, M.D., Walkerton 

David Wesley White, M.D., Charlottes- 

ville 

Arthur William Wyker, M.D., Char- 


lottesville 


Correction. 


In an article on “The Problem of Treat- 
ment of Atherosclerosis” by Drs. Homer A. 
Sieber, William D. Poe, and James E. Whe- 
less, Roanoke, which appeared in the August 
1960 issue of the Monthly, the statement 
was made that CLARIN is used “sublingually 
four times a day at a cost of about $40.00 
per month”. Thomas Leeming & Company, 
manufacturers of this product, advise that 
there are two errors in this statement. The 
suggested dosage is three times a day and as 
the patient pays 20¢ per tablet for Clarin at 
retail, the monthly cost would be $18.00. 


Dr. Swineford Honored. 


Dr. Oscar Swineford, Jr., member of the 
medical faculty at the University of Vir- 
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ginia for more than thirty years, has been 
honored by the establishment of the Oscar 
Swineford Allergy Fund. Announcement of 
the carefully guarded secret was made at a 
dinner meeting of the Walter Reed Army 
Hospital Officers’ Club held in Washington. 


Over the past twenty years almost forty 
physicians have received postgraduate train- 
ing at the University of Virginia Allergy 
Clinic under Dr. Swineford’s direction. 
These former fellows, who are now working 
in all sections of the United States and in 
several foreign countries, have joined to- 
gether in the project to honor Dr. Swine- 
ford and to promote the teaching of Allergy 
at the University. The income from the 
fund is to be used to support a lecture, to 
establish a fellowship, to purchase books and 
journals of importance in the field of aller- 
gy, or in other appropriate ways to promote 
the graduate or undergraduate teaching of 
allergy. Over $10,000 has already been 
pledged to the fund. 

At the conclusion of the dinner, Dr. and 
Mrs. Swineford were presented with a Paul 
Revere silver bowl. 


Dr. Showalter Honored. 


Masons from Christiansburg and Western 
Virginia recently paid tribute to Dr. A. M. 
Showalter for a half century of service to 
Masonry. He is the oldest living past grand 
master of Masons in Virginia and was pre- 
sented a plaque, two scrolls, a biographical 
pamphlet, a 50-year service pin and a gavel. 
In recognition of his work in the Masonic 
world, Dr. Showalter has been made an hon- 
orary member of the Lakeland Lodge in 
Roanoke, Floyd Lodge, and Hellenic Lodge 
in Richmond. 


Dr. Marston to Assume New Post. 


Dr. Robert Q. Marston, assistant dean of 
the Medical College of Virginia, has been 
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named director of the University of Mis- 
sissippi Medical Center and dean of the med- 
ical school, effective July Ist. 


Dr. Vincent Archer, 


Retiring head of the department of ra- 
diology at the University of Virginia, was 
recently honored by the Virginia Radiologi- 
cal Society. His career was reviewed and he 
was presented with antique glassware, a gift 
from the Society. 


Chairman of Department of Radiology. 


Dr. Richard G. Lester will assume the 
chairmanship of the Department of Ra- 
diology of the Medical College of Virginia 
in April. He has been a member of the med- 
ical faculty of the University of Minnesota 
since 1954 and associate professor of radi- 
ology since 1959. 


Dr. Peter N. Pastore, 


Richmond, addressed the Atlanta Gradu- 
ate Medical Assembly at its meeting held in 
February. He gave four lectures. 


Dr. Thomas S. Ely, 


Big Stone Gap, has been appointed to 
Kazim Temple as Outer Guard. He is a 
past president of the Powell Valley Shrine 
Club. 


Dr. T. Elmore Jones, 


Portsmouth, has assumed the post of city 
school physician, succeeding Dr. R. M. 
Cox. Dr. Cox resigned after 22% years of 
service. 


Dr. Edwin L. Kendig, Jr., 


Richmond, has been appointed to the 
Board of Visitors of the University of Vir- 
ginia. 


Northern Virginia Clinical Assembly. 


The Annual Assembly will be held on 
April 9th at the Kenmore Junior High 
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School, Arlington. The following program 
is being presented by speakers from Yale 
University, School of Medicine: Control of 
Staphylococci in the Nursery by Dr. Louis 
Gluck, Assistant Professor of Pediatrics; Re- 
versible Renal Failure by Dr. Howard Levi- 
tin, Assistant Professor of Medicine; Diag- 
nosis of Parotid Tumefaction by Dr. Donald 
P. Shedd, Assistant Professor of Surgery; 
and Use of Newer Progestational Com- 
pounds by Dr. Walter Herrmann, Assistant 
Professor of Obstetrics and Gynecology. 
There will also be a Clinical Pathological 
Conference with discussion by Dr. Levitin 
and comment by Dr. Shedd. 


Stoneburner Lecture. 


The Fourteenth Annual Stoneburner Lec- 
tures Series was held at the Medical College 
of Virginia, March 15-17. A Symposium 
on Immune Mechanisms in Medicine was 
held in conjunction with the Lectures. Dr. 
Lewis Thomas, Professor and Chairman of 
the Department of Medicine, New York 
University School of Medicine and Director 
of the 3rd and 4th Medical Divisions of 
Bellevue Hospital, was Guest Lecturer. 


Mrs. Regirir Appointed to Commission. 


Governor Almond recently announced 
the appointment of Mrs. Gene Clark Regi- 
rir, Administrator of Mrs. Plyler’s Nursing 
Home, to the Virginia Commission on the 
Aging. She is currently president of the 
Licensed and Practical Nurses Association 
of Virginia, Area 5, and is well qualified for 
her new assignment, having worked closely 
with our elder citizens for a number of 
years. 


Annual Spring Congress. 


The thirty-fourth Annual Spring Con- 
gress of the Gill Memorial Eye, Ear and 
Throat Hospital, Roanoke, will be held 
April 3-8, at the Patrick-Henry Hotel. The 
following are members of the Faculty: Dr. 
Rudolf Aebli, New York; Dr. Allen Bar- 
ker, Roanoke; Dr. Windsor S. Davies, De- 
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troit; Dr. R. M. Fasanella, New Haven, 
Conn.; Dr. Robert L. Goodale, Boston; Dr. 
Thomas Hedges, Philadelphia; Dr. Chevalier 
Jackson, Philadelphia; Dr. George Knauf, 
Patrick Air Force Base, Florida; Dr. Arthur 
Linksz, New York; Dr. George Murgatroyd, 
Baltimore; Dr. Donald F. Proctor, Balti- 
more; Dr. James Purnell, New York; Dr. 
Bernard Schwartz, Brooklyn; Dr. Ben H. 
Senturia, St. Louis; Dr. Benjamin H. Shus- 
ter, Philadelphia; Dr. Harold Syrop, Rich- 


Obituaries .... 


Dr. William Levi Old, 


Prominent physician of Norfolk, died 
January 30th at the age of ninety-two. He 
was a native of North Carolina but lived 
most of his life in Norfolk and graduated 
in medicine from the University of Virginia 
in 1894. Dr. Old served as a major in the 
Virginia Volunteer Unit Medical Corps in 
the Spanish-American War. He then re- 
turned to Norfolk for practice. Upon his 
retirement, Dr. Old made his home at Lon- 
don Bridge. 

Dr. Old was a charter member of the 
American College of Surgeons and had been 
a member of The Medical Society of Vir- 
ginia for sixty years. 

His wife and a son, Dr. William Levi Old, 


Jr., survive him. 


Dr. Hugh W. Smeltzer, 


Prominent Washington County physician, 
died February Ist. He was eighty-one years 
of age and received his medical degree from 
the University of Maryland in 1909. Dr. 
Smeltzer had maintained offices and prac- 
ticed in Abingdon and Greendale for the past 
fifty-two years. He had taught Sunday 
School at the Greendale Methodist Church 
for the past thirty-five years. 

Dr. Smeltzer had been a member of The 
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mond; Dr. Frederick Theodore, New York; 
Dr. William P. Tice, Roanoke; and Dr. H. 
P. Wagener, Rochester, Minn. 


Wanted 


Obstetrician - Gynecologist Associate, 
group practice. Two-man obstetrical-gyne- 
cological service. Southwest Virginia. Very 
progressive financial scale. Boards not re- 
quired. Write #10, care Virginia Medical 
Monthly, 4205 Dover Road, Richmond 21, 
Virginia. (Adv.) 


Medical Society of Virginia for thirty-three 
years. 

His wife, a son and a daughter survive 
him. 


Dr. Berkeley. 


It is with great sorrow that we record the passing 
of our esteemed colleague, Dr. Greeneville Ramsey 
Berkeley. 

He was born in 1883 in Jackson, Tennessee, the 
son of Captain Edmund and Julia Ramsey Berkeley. 
His father being an executive of the Seaboard Air- 
line, Dr. Berkeley’s early education was obtained in 
Greensboro, N.C., Columbia, $.C., Richmond, Va., 
and Atlanta, Ga. In 1903 he received his A.B. de- 
gree from the University of North Carolina. In 
1906 he graduated from Jefferson Medical College 
in Philadelphia being awarded the highest honors in 
his class. He returned to the University of North 
Carolina for a year as Instructor in Anatomy and 
in 1907 he came to Norfolk and interned at the 
Norfolk Protestant Hospital before establishing his 
private practice in general medicine and surgery. 

In earlier years Dr. Berkeley was active in sports, 
played quarterback for North Carolina, was on the 
track team at Jefferson, and third baseman on the 
Norfolk Doctor’s Team in 1908. 

He was married in 1911 to former Mildred McKee 
Jones of Raleigh, who predeceased him in 1946. 
Surviving are his son Greeneville R. Berkeley, Jr., 
Commander U.S. Navy, and a daughter Mrs. Arthur 
J. Hall, Jr., both of London Bridge. 

Dr. Berkeley was a member of the Norfolk County 
Medical Society, The Medical Society of Virginia, the 
Industrial Medical Society, and Life Member of the 
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Old Dominion Chapter of the Telephone Pioneers of 
America, and the American Medical Association. 

In addition to the responsibilities of a large private 
practice Dr. Berkeley was a surgeon for the Seaboard 
Airline, the Old Bay Line, the C&P Telephone Com- 
pany, and was also chief examiner for several insur- 
ance companies and physician for the Norfolk City 
jail. 

Although retired from practice for several years, 
the memory of his devoted service to his many 
patients will long survive. 

We, the members of this Society desire to pay 
tribute to the memory of our esteemed and beloved 
colleague. 

THEREFORE Be It Resotvep that this expression 
of our feeling be recorded in the records of this 
Society. 

Be It FurtHer RESOLVED to send a copy of this 
resolution to the members of his family and to the 
Virginia Medical Monthly. 


W. ARTHUR Porter, M.D., 
C. L. M.D. 


Dr. May. 


Wuereas the passing of Dr. James T. May has 
prematurely removed from the Norfolk County Med- 
ical Society one of its esteemed members, 


Be It Resotvep that we, the members of the 
Norfolk County Medical Society, feel that a great 
loss has been suffered by the death of this member, 
both as a member of the Society and a friend of the 
surviving members. 

Dr. May was born in Bedford County on Decem- 
ber 1, 1919. He attended the Medical College of 
Virginia from which he received hs degree in June 
1945. He served his internship and his residency at 
DePaul Hospital. He entered the United States Naval 
Reserve, Medical Corps, serving from 1946 to 1948. 

He was a member of the Phi Beta Pi, Medical, and 
Kappa Psi Pharmacy. He was a member of the 
Norfolk County Medical Society from 1951 until 
his death, and a member of The Medical Society of 
Virginia from 1956. 

At the time of his sudden death he had full medical 
privileges at DePaul Hospital, Norfolk General Hos- 
pital, and Leigh Memorial Hospital. 

Be Ir Resotvep, that we feel that the Society has 
lost a valuable doctor by the death of Dr. May, 

ANp Be It Resotvep, that a copy of these Reso- 
lutions be placed in the records of the Norfolk 
County Medical Society, and a copy of these resolu- 
tions also be sent to his family. 


JoHNn W. Oast, M.D., Chairman. 
JoHN VaNN, M.D. 
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MILD-MODERATE-SEVERE 
GASTROINTESTINAL DISORDERS 


Pro-Banthine 


Brand of propantheline bromide 


One characteristic of Pro-Banthine which has 
won it general medical acceptance is its versa- 
tility. Pro-Banthine has proved highly useful in 
the management of gastrointestinal disorders 
varying widely in both symptoms and severity. 

In peptic ulcer and in other disorders char- 
acterized by hyperacidity, hypermotility or 
spasm of the enteric tract, Pro-Banthine con- 
trols symptoms with a consistency attested in 
more than 375 published reports. 

This therapeutic proficiency results not 
merely from the high level of pharmaco- 
dynamic activity of Pro-Banthine but also from 
a favorable balance of its actions on both au- 
tonomic ganglia and parasympathetic effector 
organs. The total effect of this activity permits 
doubling or tripling the usual dosage to relieve 
severe or intractable conditions without unduly 
extending or aggravating secondary actions. 

Less than a satisfactory response! to Pro- 
Banthine may often be simply a result of less 
than adequate dosage. 


TABLETS 
AMPULS 


Pro-Banthine, brand of propantheline bro- 
mide, is supplied in tablets of 15 mg. for oral 
administration in conditions such as peptic 
ulcer, gastritis, duodenitis, pylorospasm, biliary 
dyskinesia and spastic colon, and in ampuls of 
30 mg. for intramuscular or intravenous 
administration in conditions such as ureteral 
spasm and pancreatitis in which prompt and 
vigorous effects are required or when nausea 
and vomiting preclude oral administration. 
Usual adult dosage: One tablet four times 
daily. Up to four tablets may be administered 
four times daily for severe manifestations. 


When emotional factors prevail — 
PRO-BANTHINE® with DARTAL® 


Brand of propantheline bromide with thioprop: 
(Not more than four tablets daily.) 


or 
Pro-BANTHINE® with Phenobarbital 


1. Krantz, J. C., Jr., and Carr, C. J.: The Pharmacologic Prin- 
ciples of Medical Practice, Baltimore, The Williams & Wilkins 
Company, 1958, p. 843. 


6.0. SEARLE «co., cHicaGo 80, ILLINOIS. Research in the Service of Medicine 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


{t is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a°compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 


All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ga. 
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ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


Guy W. Horsiey, M.D. Austin I. Dopson, Jr., M.D. Douctas G. CHAPMAN, M.D. 
General Surgery and Gynecology Urology Internal Medicine 
James T. GiANnoutts, M.D. 


Etmer S. Ropertson, M.D. 
General Surgery and Gynecology J. Eowaro Hitt, M.D. 


Internal Medicire 


W. Kye Situ, Jr., M.D. 
Internal Medicine 


Urology 
J. SHetton Horstey, II], M.D. 


General Surgery and Gynecology 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, Administrator 


Riverside 


Convalescent Home JOHNSTON-WILLIS 
Sophia & Fauquier Sts. HOSPITAL 


Fredericksburg, Virgin‘a 


or convalescent, aged, chronically ill, 


and retired persons. Provides healthful 


rest, excellent nursing care in cheerful, 

comfortable surroundings. Air-condition- ~\- 
ed, fire-safe building. Accommodations 


for eighty-eight. Medical Supervision. 


Inspection Invited. Write, or telephone A MODERN GENERAL HOSPITAL 
Essex 3-3434. PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
Rates: WEST END RESIDENTIAL SECTION 
$45.00 to $75.00 per week 
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Gill Memorial Eye, Ear and Throat Hospital, Inc. 


Roanoke, Virginia 
STAFF 


Dr. Elbyrne G. Gill 

Dr. Houston L. Bell 
Dr. Ronald B. Harris 
Dr. Derwin K. Harmon 


RESIDENT STAFF 


Dr. J. R. Van Arsdall 
Dr. C. B. Foster 

Dr. D. H. Williams 
Dr. Scott W. Little 


Jean Swartz, M.S. 
(Biochemist) 


Bobbie Boyd Lubker, M.A. 
(Speech Therapist) 


A Modern Fireproof Hospital, Specially Designed 
and Equipped for the Medical and Surgical Care of 
Ophthalmology, Otolaryngology, Facio-Maxillary 
Surgery, Rhinoplastic Surgery, Bronchoscopy and 
Esophagoscopy. 


Complete Laboratory and X-Ray Equipment. 
Physicians and Graduate Nurses in Constant 
Attendance. 


The Hospital offers a three year residency in Ophthalmology and a three year residency in Otolaryngology to 
a graduate of an approved medical school, who has an internship of at least one year in an approved school. 


For further information, address: 


BUSINESS MANAGER, BOX 1789, ROANOKE, VIRGINIA 


Appalachian Hall ° Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 
Wo. Ray GnriFFIN, Jr., M.D. MarK A. GriFFIN, SR., M.D. 

RoBerT A. GRIFFIN, JR., M.D. MarK A. GriFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, AsHeEvILte, N. C. 
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Saint Albans Psychiatric Hospital 
RADFORD, VIRGINIA 


announces the opening of HILLSIDE, a new medical psychiatric 
facility for the resident care of selected male and female patients. 
HILLSIDE is a modern one-story structure with private and semi- 
private accommodations for twenty-four patients. The building 
is located on the grounds adjacent to the main hospital building 
with ample out-of-doors space. It is protected by an automatic fire 
sprinkler system. Medical, psychiatric and nursing services are 
provided by the hospital staff. A well-rounded recreational and 
occupational therapy program helps fill the “long hours” with 
individual and group activities. 


For rates and additional information, address: 


James P. King, M.D., Director, 
Saint Albans Psychiatric Hospital, 
Box 1172, Radford, Virginia 
Telephone—NeEptune 9-2483 


Third Decade of Nursing 


MRS. PLYLER’S 
NURSING HOME 


KATE E. PLYLER (1876-1947) MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, convalescent and aged 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 
Fire Protection by Grinnell Sprinkler System 
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TUCKER HOSPITAL Inc. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. JAMES ASA SHIELD Dr. WEIR M. TUCKER 
Dr. GEORGE S. FULTZ Dr. AMELIA G. Woop 


ST. LUKE'S HOSPITAL 


MecGUIRE CLINIC 


1000 West Grace Street 
Richmond, Virginia 


General Medicine Bronchoscopy 
HUNTER H. McGUIRE, M.D. General Surgery GEORGE AUSTIN WELCHONS, M.D 
MARGARET NOLTING, M.D. WEBSTER P. BARNES, M.D. 
: JOHN H. REED, JR., M.D. Radiology 
JOHN ROBERT MASSIE, _ M.D. HENRY S. SPENCER, M.D. 


ETT, 
ROBERT W. One. “MD. JOSEPH W. COXE III, STUART J. EISENBERG, M.D. 


Orthopedic Surgery Dental Surgery Pathology 


JAMES T. TUCKER, M.D. JOHN BELL WILLIAMS, D.D.S. J. H. SCHERER, M.D. 
BEVERLEY B. CLARY, M.D. JOHN L. THORNTON, M.D. 
EARNEST B. CARPENTER, M.D. 1 
JAMES B. DALTON, JR., M.D. Urology Anesthesiology 
CHAS. M. NELSON, HETH OWEN, JR., 
Neurology AUSTIN I. DODSON, MR. M.D. WILLIAM B. MONCURE, M.D. 
RAYMOND A. ADAMS, M.D. BEVERLY JONES, M.D 


freasurer: RICHARD J. JONES, BS., C.P.A. 
ALL ROOMS AIR CONDITIONED 
Free Parking for Patrons 
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e Understanding Care e 


Health Approved 


Your Patients Get the Skilled Care They Deserve 


—lIntermediate Care— Inspection Invited 
AGED e TERMINAL CASES e CHRONICALLY ILL 


Round the Clock Skilled Care Dial 67 Simmons Hospital Bed Capacity 
Highest Ethical Operating Standards Automatic Litter-Size Elevator 


R.N. Supervision and M.C.V. Extern Miton 3-271] Rates Start From $60 Weekly 
Trained Dietitian @ Male Orderlies Private and Multiple Rooms—toilets 


Administrator TERRACE HILL NURSING HOME 2112 Monteiro Ave. 


Richmond 22, Va. 
I 


Bernard Maslan 


e@ Sprinkler and “Atmo’’ System Equipped e 


RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED) 
RICHMOND, VIRGINIA 


A new non-profit Community Hospital 
specially constructed for the treatment of 
Eye, Ear, Nose and Throat Diseases, includ- 
ing Laryngeal Surgery, Bronchoscopy and 
Plastic Surgery of the Nose. 


Professional care offered a limited num- 
ber of charity patients. 


ADDRESS: JULIA WAGNER WATERS, R.N., Administrator 408 North 12th Street 
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Westbrook 
Sanatorium 4 
RICHMOND, VIRGINIA 


4907 


SoS 


A private psychiatric hospital employing modern 


diagnostic and treatment procedures—electro shock, 
REX BLANKINSHIP, M.D. 


President 
JOHN R. SAUNDERS, M.D. 
Medical Director 
THOMAS F. COATES, JR., M.D. 
Assistant Medical Director 
JAMES K. HALL, JR., M.D. 
Associate 
R. H. CRYTZER 
Administrator 


insulin, psychotherapy, occupational and recrea- 
tional therapy—for nervous and mental disorders 
and problems of addiction. 


Brochure of Literature and Views Sent On Request 
P. O. Box 1514 Phone EL 9-5701 


STUART CIRCLE HOSPITAL 


413-21 Sruart CIRCLE 
RICHMOND, VIRGINIA 


Medicine: Surgery: 
MAnrrep CALt, III, M.D. A. STEPHENS GRAHAM, M.D. 
M. Morris Pinckney, M.D. Cuartes R. Rosins, M.D. 
ALEXANDER G. Brown, III, M.D. CARRINGTON WILLIAMS, M.D. 
Joun D. Catt, M.D. Ricwarp A. Micuaux, M.D. 
B. Branton, Jr, M.D. CARRINGTON WILLIAMS, Jr., M.D. 
Frank M. Bianton, M.D. ARMISTEAD M. WILLIAMS, M.D. 


Joun W. PoweLt, M.D. Urological Surgery: 
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COMPREHENSIVE 
OLD AGE BENEFITS 


A brightens the outlook 

A lightens the load of 
poor nutrition 

A heightens tissue/ 
bone metabolism 


1 small every morning ® 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


Each capsule contains: Ethinyl Estradiol 0.01 mg. Methyl 50 mg. I-Lysine Monohydrochioride 25 mg. Vitamin E 
Testosterone 2.5 mg. © d-Amphetamine Sulfate 2.5 mg. ¢ Vitamin (Tocopherol Acid Succinate) 10 Int. Units « Rutin 12.5 mg. « 
A (Acetate) 5,000 U.S.P. Units ¢ Vitamin D 500 U.S.P. Units « Ferrous Fumarate (Elemental iron, 10 mg.) 30.4 mg. ¢ lodine 
Vitamin B,, with AUTRINIC® Intrinsic Factor Concentrate 1/15 (as KI) 0.1 mg. ¢ Calcium (as CaHPO,) 35 mg. « Phosphorus (as 
U.S.P. Unit (Oral) « Thiamine Mononitrate (B,) 5 mg. ¢ Ribo- CaHPO,) 27 mg. « Fluorine (as CaF) 0.1 mg. ¢ Copper (as CuO 
flavin (B,) 5 mg. © Niacinamide 15 mg. ¢ Pyridoxine HC! (B,) 1 mg. * Potassium (as K,SO0,) 5 mg. © Manganese (as MnO. 
0.5 mg. Calcium Pantothenate 5 mg. Choline Bitartrate Zinc (as ZnO) 0.5 mg. Magnesium (med) 1 mg. Boron 
25 mg. © Inositol 25 mg. © Ascorbic Acid (C) as Calcium Ascorbate (as Na,B,0,.10H,0) 0.1 mg. Bottles of 100, 1000 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York EC Lderie 


REPRINT PRICES OF ARTICLES IN THE 


VIRGINIA MEDICAL MONTHLY 


Trim Size: 8 x 11 


inches 


. of copies 
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Envelope—printed _ 7.98 11.16 12.70 20.70 28.60 36.60 52.50 68.40 


PRICES F.O.B. RICHMOND, VA. 


Orders must be placed before type is distributed. 


WILLIAMS PRINTING CO. 


11-13-15 North 14th Street 


Richmond 19, Virginia 
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For the 


Discriminating 


Eye Physician 


Depend on the Services of a 
Guild Optician 


Lynchburg, Virginia 


A. G. JEFFERSON 


Ground Floor Allied Arts Bldg. 


DORNWAL® HAS BEEN CALLED 
“THE GENERAL TRANQUILIZER 
FOR GENERAL PRACTICE.” 


Exclusively Optical 


in very special cases 
a Suppose the physician visiting this patient finds 
a very superior brandy... a that he has to be hospitalized. Certainly he wants 
. oe an alert but not excited fellow who can respond 
specify 4 to the history and physical on admission. De- 
kkk ; pending on the condition, of course, the thing to 
i do is to give the patient one or two tablets of 
H ENNE Ss SY 4 Dornwal before he ever leaves his home. 
4 Dornwal will calm the patient but won’t make 
COGNAC BRANDY ; | him drowsy or give him feelings of depersonali- 
zation. And what’s more, while Dornwal most 
assuredly tranquilizes, it won't interfere with most 
other medications that your subsequent examin- 
ation or laboratory studies may indicate. 

Since every man in general practice encounters 
such situations almost daily, it makes good sense 
to keep some tablets in one’s bag, doesn’t it? 
We will be glad to send you a supply. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. Administration limited 
to three months’ duration. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “Genericist’’, Dornwal is amphenidone 
No absolute contraindications to the use of Dornwal are known. There 


have been no reports or evidence of habituation, addiction or drug toler. 
ance in animal or clinical studies. Dornwal is relatively free from untoward 


effects when administered at r ded dosages. 
Maltbie Laboratories Division, 
Wallace & Tiernan Inc., Belleville 9,N.d. 


POW-12 


84 Proof Schieffelin & Co., New York 
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sedative- 
enhanced 


analgesia 


e More satisfactory than ‘the usual analgesic compounds” for relieving pain and anxiety.’ 
e More effective than a standard A.P.C. preparation for relief of moderate to severe pain.” 


Each PHENAPHEN capsule contains: Also available: 
PHENAPHEN with CODEINE PHOSPHATE 


Acetylsalicylic acid (2% gr.) 162 mg. 
Ph ti 3 ; ‘4 . (16. mg.) Phenaphen No. 2 
PHENAPHEN with CODEINE PHOSPHATE 
Phenobarbital (14 gr.) 16.2 mg. Ye GR. (32.4 mg.) Phenspten No.3 
Hyoscyamine sulfate 0.031mg. PHENAPHEN with CODEINE PHOSPHATE 
1 GR. (64.8 mg.) Phenaphen No. 4 


1. Meyers, G. B.: Ind. Med. & Surg. 26:3, 1957. 2. Murray, 
R. J.: N. ¥. St. J. Med. 53:1867, 1953. Bottles of 100 and 500 capsules. 


A. H. ROBINS Co., INC., RICHMOND 20, VIRGINIA 
Making today’s medicines with integrity ...seeking tomorrow’s with persistence. 


: 
a 


1 small —— every morning 


Each capsule contains: Ethiny! Estradiol 0.01 mg. 


5 mg. ¢ Calcium Pantothenate 5 mg. 


-way support 
for the 
aging patient... 


ASSISTS PROTEIN UPTAKE 
IMPROVES MENTAL OUTLOOK 
AIDS NUTRITIONAL INTAKE 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


Methyl 
“Amphetamine Sulfate 2.5 mg. Vitamin 
A (Acetate) 5,000 U.S.P. Units « Vitamin D 500 U.S.P. Units « 
Vitamin B,. with AUTRINIC® Intrinsic Factor Concentrate 1/15 
U.S.P. Unit (Oral) * Thiamine Mononitrate (B,) 5 mg. © Ribo- 
flavin (B,) 5 mg. © Niacinamide 15 mg. © Pyridoxine HCI (B,) 
0. ¢ Choline Bitartrate 
25 mg. © Inositol 25 mg. * Ascorbic Acid (C) as Calcium Ascorbate 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York = 


50 mg. 


CaHPO,) 2 
1 mg. ¢ 


1 mg. © Zinc (as ZnO) 0.5 mg. 
(as Na,B,07.10H,0) 0.1 mg. Bottles of 100, 


I-Lysine Monohydrochloride 25 mg. 
(Tocopherol Acid Succinate) 10 Int. Units * Rutin 12.5 mg. © 
Ferrous Fumarate (Elemental iron, 10 mg.) 30.4 mg. © lodine 
(as Kl) 0.1 mg. © Calcium (as CaHPO,) 35 mg. * Phosphorus (as 


Vitamin jitamin 


7 mg. © Fluorine (as CaF) 0.1 mg. * Copper (as CuO) 
Potassium (as K,SO,) 5 mg. « Manganese (as Mn0,) 
Magnesium (igo) 1 mg. Boron 


ik Broader Protection. A 
of complete 


’aul policy assures you 


professional services” protection. 


on Absence of Exclusions. 
policies are not the same. 


All professional liability 
The St. Paul policy has only 
one exclusion—Workman’s Compensation. 

3. Experienced, Sound Company. The S/. Paul has 
established an enviable record of competence extending 
over more than 100 years. 

4. Effective Defense and Prevention. Close liaison 
with doctors and medical societies helps the Company to 
pinpoint areas of risk and to develop educational ma- 
terial which assists doctors in avoiding claims. 
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GET BROADER PROTECTION AGAINST CLAIMS 
RESULTING FROM PRACTICE OF MEDICINE 


with St. Paul’s Professional Liability Insurance 
Approved Carrier of Medical Society of Virginia 


For complete information on 
Professional Liability Insurance see your nearest St. 
Paul agent. 


St. Paul Fire and Marine Insurance Co. 


St. Paul Mercury Insurance Co. 


A 
7) 


“broader protection” 


VIRGINIA OFFICE 
721 American Bldg. 
Richmond 4, Virginia 


HOME OFFICE e 
385 Washington Street, 
St. Paul, Minnesota 
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CONSISTENTLY SUCCESSFUL 
DRY, ITCHY SKIN 


STUDY 1 Spoor, H.J-: 


State J.M. 58: 13292, 1958. 


s in 88% of cases 


every instance.- 
perienced relief 
pruritus.” 


satisfactory result 


“In practically 
the patients ex 
from dryness and 


comments: 


STUDY 2 
Lub 
estern Med. 1: 


Satisfactory results in 94% Of cases 


co . 
mments: Sardo “ reduced inflammation, 


itching, irritati 
discomfort . . Jon, and other 


G. 
Wwe 
1161, 1960 
Clin. M 
of cases 


SARDO IN THE BATH releases millions of microfine water-miscible globules* which 
act to (a) lubricate and soften skin, (b) replenish natural emollient oil, (c) prevent 
excessive evaporation of essential moisture. 


Patients appreciate pleasant, convenient SARDO. 
Non-sticky, non-sensitizing, economical. Bottles of 4, 8 and 16 oz. 


for samples and literature, please write... 
SARDEAU, INC. 75 East 55th Street, New York 22, N. Y.*Patent Pending, T.M. © 1961 


VoLuME 88, Apri, 196! 


NDICATIONS | 

i garistactorY \ing disePP goiter an 

55 


é 


in sulfa therapy... 
RELEASE YOUR PATIENT FROM Q.1.D. DOSAGE 


just one tablet of Midicel provides continuous, effective blood levels for 24 hours 


Because many patients need take only 1 tablet daily, therapy with MIDICEL is convenient and economical. 
It is also advantageous since the possibility of omitted doses is reduced. Rapidly absorbed and slowly 
excreted, MIDICEL assures dependable bacteriostatic action in urinary tract infections, certain respiratory 
infections, bacillary dysenteries, as well as surgical and soft-tissue infections caused by sulfonamide- 
sensitive organisms. And with MIDICEL, there is little likelihood of crystalluria because of its high solu- 
bility and low dosage. 

MIDICEL (sulfamethoxypyridazine, Parke-Davis), 3-sulfanilamido-6-methoxypyridazine. Tablets of 0.5 Gm.; 
Suspension, each cc. containing 50 mg. of sulfamethoxypyridazine as the N’-acetyl derivative. /ndica- 
tions: Gram-negative and gram-positive infections such as urinary tract, respiratory, and soft-tissue 
infections and bacillary dysenteries. Dosage: Orally once a day until asymptomatic for 48 to 72 hours. 
Adults:—1 Gm. initially, followed by 0.5 Gm. daily thereafter or 1 Gm. every other day. In severe infec- 
tions, not to exceed 2 Gm. the first day, then 0.5 to 1.5 Gm. daily according to weight of patient and 
severity of infection. Children: —30 mg. per Kg. the first day, then 15 mg. per Kg. daily. In severe infec- 
tions, up to 50 mg. per Kg. initially, then 25 mg. per Kg. daily. Total dose in children, however, should 
not exceed lower dosage limits for adults. Precautions; Continue daily doses higher than 0.5 Gm. no 
longer than three to five days without checking for blood levels above therapeutic range. Maintain 
adequate fluid intake during therapy and for 48 to 72 hours afterward. Until further definitive informa- 


tion is available, MIDICEL, in common with all sulfonamides, is contraindicated in the premature and 
newborn infant. Contraindicated in patients with a history of sulfa sensitivity. MIDICEL is not recom- 
mended for meningococcal infections. Side Effects: Anorexia and lassitude may occur as may reac- 
tions such as drug fever, rash, and headache, all of which are indications for discontinuing the drug. 
Leukopenia has been reported. Periodic blood counts are advised. Patients with impaired renal function 


should be followed closely since excessive accumulation may occur. Ava//ab/e; Quarter-scored tablets 
of 0.5 Gm., bottles of 24, 100, and 1,000. 


(sulfamethoxypyridazine, Parke-Davis) 


and for children...Midicel Acetyl Suspension (N' acetyl sulfamethoxypy- 
ridazine, Parke-Davis) - delicious butterscotch flavor - only one dose a day PARKE-DAVIS 


PARKE, DAVIS & COMPANY, Detroit 32, Michigan 
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to soothe, protect, 
lubricate, and stimulate healing in 


rash e chafing « irritations 
lacerations e ulcerations ¢ burns 


DESITIN OINTMENT... 
the pioneer external cod liver oil therapy for 
care of the skin in every member of the family 


DESITIN CHEMICAL COMPANY 
812 Branch Avenue, Providence 4, R. I. 


Request samples from... 
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For the build-up in convalescence 
ANNOUNCING 


SURBEX-T 


Therapeutic dosage of B-Complex 
plus 500 mg. of Vitamin C 


Unsurpassed stability. As coatings are applied 
without water, deterioration due to moisture is 
virtually eliminated. Stability is enhanced; po- 
tency is protected. Easier, more pleasant to 
take. SurBeX-T tablets are up to 30° smaller: 
have a pleasant taste; and are non-caloric. Vita- 


min odor and aftertaste are eliminated. 


Each Filmtab SuRBEX-T represents: 


Thiamine Mononitrate (B,) 15 meg. 
Riboflavin (B2) 10 meg. 
Nicotinamide 100 mg. 
Pyridoxine Hydrochloride 5 mg. 
Cobalamin (Vitamin B,.2) 4 mcg. 
Calcium Pantothenate 20 mg. 
(as calcium pantothenate racemic) 
Ascorbic Acid (as sodium ascorbate) 500 meg. 
Desiccated Liver, N. F. 75 meg. 
Liver Fraction 2, N. F.. 75 meg. 


Supplied in bottles of 100 and 1000 


VITAMINS BY GJ 


Filmtab coatings protect 
this full range of Abbott 
nutritional supplements: 


SUR-BEX* WITH C. Smaller 
dosages of the essential B- 
Complex and C. Table bottles 
of 60. Also in bottles of 100, 
500 and 1000. 


DAYTEENS™ To help insure 
optimal nutrition in growing 
teenagers. Table bottles of 
100, bottles of 250, 1000. 


Potent maintenance formulas 
—ideal for those who are “‘nu- 
tritionally run-down” 


DAYALETS® Table bottles of 
100. Bottles of 50, 250, 1000. 


DAYALETS-M* Apothecary bot- 
tles of 100 and 250. Also in bot- 
tles of 1000. 


Therapeutic formulas for more 
severe deficiencies—iliness, 
infection, etc. 


OPTILETS*® & OPTILETS-M* 
Table bottles of 30 and 100. 
Bottles of 1000. 


BFILMTAB— FILM SEALED TABLETS, ABBOTT 
TM — TRADEMARK 


961, ABBOTT LABORATORIES 1030294 


x 
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in a Nutshell 


a 


Tablets are Vitamin Tablets are pleasant Breakage and cracking 

easier to swallow, after-taste and tasting, non-caloric, are less likely. (Sugar 

up to 30% odor come in a rainbow of coatings are crystalline, 
smaller. are eliminated. cheerful colors. and more brittle.) 


SUGAR 


In contrast with This eliminates the need Absorption is speeded Vitamins are 
sugar coatings, of protective subseals, and as sugar’s bulk readily available at 
no water is used chances of moisture seepage and subseals proximal 

in manufacture. through imperfections. are eliminated. receptor sites. 


NET RESULT: Potency is assured for a longer time. 
The patient gets what he pays for—and what you prescribe. 


ABBOTT 


FILMTAB—FILM-SEALED TABLETS, ABBOTT ©1961, ABBOTT LABORATORIES 103029 8 
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Talking on the radio-telephone is 
Homer “Bud” Jackson, both a scientist 
and a hard-working buyer for a company 
processing Florida oranges into frozen 
juice concentrate. 


He has just made a decision that’s 
important to you. He has analyzed some 
sample oranges from the grove in the 
background and found that they have 
the optimal amount of sugar, of acid, 


and are of the proper texture. (Testing 


Why Homer Jackson’s work is important to you... 


for vitamin C comes later.) Homer 
Jackson knows that these oranges are of 
a quality to meet the exacting regula- 
tions required by the Florida Citrus 
Commission. 


These standards for quality in citrus 
products are the highest in the world. 
This is important to you and your pa- 
tients because juice made from the best 


eFlontia Citrus Commission, Lakeland, Florida 


oranges will be nutritionally best for 
your patients. It will contain abundant 
amounts of vitamin C and rich, natural 
fruit sugars. 


It’s good nutrition to encourage peo- 
ple to drink orange juice. It makes good 
sense to persuade them to drink orange 
juice that you know tastes good, has the 
right sugar-acid ratio, and is packed full 
of nutritionally important vitamin C, 
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EFFICIENTLY 


IN MANY CASES OF 


keratolyzes cornified 


follicle openings | 


... relieves excessively 
dry, scaly skin 
in chronic eczema 
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faster, more complete 
absorption because micro- 
scopic aqueous vitamin A parti- 
cles pass through intestinal 
barrier more readily... 


superior utilization 
because natural vitamin A is 
directly utilized physiologically. 


more effective because 

aqueous, natural vitamin A pro- 

duces higher blood levels faster, 

and may diffuse more readily 
7 into affected tissues. 


good tolerance because 
“‘burping’”’ and allergenic factors 
have been removed. 


for more dependable faster re- 
sults Rx Aquasol A capsules... 
whenever vitamin Ais indicated in 


acne + dry skin - chronic 
eczemas - metaplasia of the 
mucous membranes folli- 
cular hyperkeratosis + night 
blindness - lowered resist- 
ance to infections 


three separate high potencies (water- 
solubilized natural vitamin A) per 
capsule: 


25,000 U.S.P. units 
50,000 U.S.P. units 
100,000 U.S.P. units 


Bottles of 100,500 and 1000 capsules. 


aquasol 


capsules 


the original aqueous, natural vitamin A capsules 


Samples and literature upon request. 


u. Ss. vitamin & pharmaceutical corporation 
Arlington-Funk Laboratories, division » 250 East 43rd St., New York 17, N. Y. 
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in over six years of clinical use and 
more than 750 published clinical studies 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, dependable 
tranquilization without unpredictable excitation 


2 


3 does not produce ataxia, change in appetite or libido 


4 


Proven 


Effective 


no cumulative effects, thus no need for difficult 


dosage readjustments 


does not produce depression, Parkinson-like symptoms, 


jaundice or agranulocytosis 


5 does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; in bottles of 50. 


Also supplied in sustained-release capsules .. 


Meprospan'| 


Available as Meprospan-400 (blue-topped sustained- 
release capsules containing 400 mg. meprobamate), 
and Meprospan-200 (yellow-topped sustained-release 
capsules containing 200 mg. meprobamate). 


i] WALLACE LABORATORIES / Cranbury, N. J. 


Vircinia MepicaAL MONTHLY 


‘ 
4 
: 
: \ 
64 


Sun, Mon. Tue. Wed. Thur. Fri, Sat 


Dosage: 2 Tablets (A.M. & P.M.) 


in premenstrual tension 


only 


treats the whole s 


yndrome 


It was the introduction of neo Bromth several years ago that created such widespread 
interest in the premenstrual syndrome—because of neo Bromth’s specific ability 
to prevent the development of the condition in the first place. 

The action of neo Bromth is not limited merely to control of abnormal water retention, 
or of nervousness, or of pain—or any other single or several of the multiple 
manifestations characteristic of premenstrual tension. neo Bromth effectively controls 
the whole syndrome. 

neo Bromth is also completely free from the undesirable side effects associated with 
such limited-action therapy as ammonium chloride, hormones, tranquilizers and potent 
diuretics. neo Bromth has continued to prove to be the safest—as well as the most 
effective—treatment for premenstrual tension. 

Each 80 mg. tablet contains 50 mg. Pamabrom, and 30 mg. pyrilamine maleate. 

. Dosage is 2 tablets twice daily (morning and night) beginning 5 to 7 days before 
menstruation. Discontinue when the flow starts. 


BRAYTEN PHARMACEUTICAL COMPANY e Chattanooga 9, Tennessee 
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Rautrax-N lowers high blood pressure gently, gradually ... protects 
against sharp fluctuations in the normal pressure swing. 


Rautrax-N offers all the advantages of Raudixin, 
Naturetin and potassium chloride in a single dosage 
form plus: increased efficacy — Combined action of 
Raudixin and Naturetin results in a potentiated anti- 
hypertensive effect greater than that produced by either 
drug alone. increased safety — Potentiated action per- 
mits lower dose of other antihypertensive agents, thus 
reducing severity of side effects. Protection against pos- 
sible potassium — flexibility — Interchangeable 


Rautrax-N’ 


with either Raudixin or Naturetin ¢ K. economy — Main- 
tenance dosage of only 1 or 2 tablets daily for most pa- 
tients. convenience — Once-a-day maintenance dosage. 
Two potencies available. 

Supply: Rautrazx-N — capsule-shaped tablets providing 50 
mg. Raudixin, 4 mg. Naturetin and 400 mg. potassium 
chloride. Rautrax-N Modified — capsule-shaped tablets pro- 
viding 50 mg. Raudixin, 2 mg. Naturetin and 400 mg. 
potassium chloride. 


SQUIBB 


Squibb Quality @ 
— the Priceless Ingredient 


“RAUTRAK'® AND "NATURETING® ARE SQUIB TRADEMARKS 
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for acute 


Te upper respiratory infections 


The Original Tetracycline Phosphate Complex U.S. PAT. NO. 2,791,609 


effective control of pathogens...with an unsurpassed record of safety and tolerance 


SUPPLY: TETREX Capsules —tetracycline phosphate 
complex — each equivalent to 250 mg. tetracycline HCI 
activity. Bottles of 16 and 100. 


BRISTOL LABORATORIES, SYRACUSE, NEW YORK —— TETREX Syrup — tetracycline (ammonium polyphospt ate 
Div. of Bristol-Myers Co. — buffered) syrup — eq ent to 125 mg. tetracycline HCI 
ctivity per 5 ml. teaspoonful. Bottles of 2 fi. oz. and 1 pint. 
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DORNWAL? IS THE TRANQUILIZER 
VERSATILE ENOUGH TO 
BE USED ALMOST ANYWHERE. 


Take, for instance, the woman in our picture, 
suffering from a really severe tension headache. 
Aspirin she has tried, of course; but suppose she’s 
called you and you prescribed Dornwal. What 
would you expect? 

First, let us say you told the druggist to indicate 
the dosage that our clinical research has shown 
is useful in these cases — 1 or 2 tablets t.i.d. In 
all probability, she would experience relief of pain 
and a general relaxation in less than an hour. If 
she is doing her housework, she could go on with 
it, because she wouldn’t get sleepy. 

-Dornwal is one tranquilizer that doesn’t make 
people sleepy. It’s a tranquilizer pure and simple. 
Its effectiveness you will see clearly the next time 
you encounter a patient given to tension head- 
aches. Try Dornwal and see the results. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. Administration limited 
to three months’ duration. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “‘Genericist”’, Dornwal is amphenidone 
No absolute contraindications to the use of Dornwal are known. There 


have been no reports or evidence of habituation, addiction or drug toler- 
ance in animal or clinical studies. Dornwal is relatively free from untoward 


effects when administered at r ded dosages. 
Maltbie Laboratories Division, 

Wallace & Tiernan Inc., Belleville 9, N. J. 
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Every Virginia Doctor Should 
Have These Books! 


wealth from Jamestown to the beginning of the 
present century is a work every doctor should be 
proud to.own. Complete and intensely interesting. 


Medicine In Virginia 


The history of medicine in the Old Common- 


By WynbHAM B. BLANTON, M.D. 
Published under the Auspices of 
The Medical Society of Virginia 


Reduced price to members of The 
Medical Society of Virginia 

18th Century—$2.00 

19th Century—$2.00 


Order through 


The Medical Society of Virginia 
4205 Dover Road 
Richmond 21, Virginia 


A Symbol 
to Support... 


American Medical 
AMEF Education Foundation 


535 N. Dearborn St. Chicago 10, Ill. 


Vircinia MepicAL MONTHLY 


AA. : Le 
Ga 
: | | 
> 
| 
| 
| 
* 


You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often ina few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient — they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “‘seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets gq.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 
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Acts swiftly the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


Ww WALLACE LABORATORIES / Cranbury, N. J. 
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The cigarette that made the Filter Famous! 


CIGARETTE 


= 
CIGARETTES... 


“KING SIZE 


It’s true. Kent’s enormous rise in popularity—with all the attendant maga- 


zine and newspaper stories—really put momentum to the trend toward filter 
cigarettes! 


So, Kent is the cigarette that made the filter famous. And no wonder. 
Kent’s famous Micronite filter is made from a pure, all-vegetable material. 
A specially designed process at the P. Lorillard factory compresses this 


material into the filter shape and creates an intricate network of tiny channels 
which refine smoking flavor. 


Kent with the Micronite filter refines away harsh flavor .. . refines away 
hot taste . . . makes the taste of a cigarette mild. 


That’s why you'll feel better about smoking with the taste of Kent. 


©1961 P. LORILLARD CO. 


A PRODUCT OF P._ LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES - THROUGH LORILLARD RESEARCH 
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UP-TO-DATE 
PRESCRIPTION DEPAR 


COMPLETELY STOCKED 
TO SERVE YOUR PATIENTS i 


We work closely with the pharmaceutical manufacturers to in- 
sure having the newest drugs in stock as soon as you prescribe 
them for your patients. New drugs are received in our prescrip- 
tion departments at the rate of more than one a day. 

Our prescription inven- 
tories are carefully checked 
every month to eliminate old 
or outdated drugs from our 
stock for the protection of 
your patients. 


Stores to serve you in Virginia! 


VoLuME 88, AprRiL, 1961 
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EMKO BACKGROUND 


Joseph Sunnen, an inventor and indus- 
trialist widely known for his philanthropic 
work, became concerned about the seri- 
ous economic problems caused by the 
high birth rate in Puerto Rico. There was 
an obvious need in that country for a 
contraceptive more acceptable to the 
people than the standard creams and 
jellies. 


He suggested combining a proven sper- 
micidal agent with an aerosol foam as 
a basic carrier. The resulting product, 
Emko Vaginal Foam, proved simple to 
use, free of greasiness, and economical. 


For the past three years, Emko has been 
made available in Puerto Rico through 
the Family Planning Association and the 
Government Department of Health. Ap- 
proximately 35,000 families are now 
using it. 

The success of Emko Vaginal Foam in 
Puerto Rico, and the support it has re- 
ceived from the many people who have 
visited there, led to the decision to make 
Emko available to doctors and their pa- 
tients in the United States. 


NOW YOU CAN 
PUT YOUR PATIENT'S MIND 
AT EASE...WITH EMKO 


stocked by local drug stores 


THE EMKO COMPANY + 7912 MANCHESTER AVE. + ST. LOUIS 17, MO. 
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approach birth contro 
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VAGINAL FOAM* 


...Using principles never before applied to contraceptives 


@THE FIRST AEROSOL FOAM! 
The volume of the material is expanded ten times to create A BLOCK OF FOAM. 


@ THIS BLOCK SEALS THE CERVICAL OS. 


Only a FOAM can successfully serve this diaphragm-like function . . . without 
interfering with normal intercourse or reducing sensory contact. 


@A HIGHLY EFFECTIVE PROVEN SPERMICIDE 
EMKO Vaginal Foam contains the widely used and thoroughly proven sper- 


4 micide Nonyl phenoxy polyoxyethylene enthanol 8.0% and Benzethonium 
Chloride 0.2%. 

The total surface area of each bubble of foam contains this highly effective 
’ spermicidal combination. As the sperm attempts to penetrate the block of 


foam, its zig-zag course exposes it constantly to this very large contact area 
created by the bubbles. 


Thus, Emko Vaginal Foam assures maximum spermicidal exposure... with 
a minimum weight of material. 


© No douching...it vanishes after use © Absolutely no greasiness or “after-mess” 
No diaphragm... the foam does the blocking © No irritation for husband or wife 
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MARGARET SANGER RESEARCH BUREAU/INTERIM REPORT 


In the Contraception Service of the Margaret Sanger Research 
Bureau, through October 31, 1960, Emko had been used from one 
to 22 months by 362 patients, with a total of 12 unplanned preg- 
nancies. Seven of the pregnant patients admitted irregularity in 
the use of Emko. 


Two planned pregnancies had also occurred after stopping the 
use of Emko. A.J. SOBRERO, M.D. Research Director 


*PAT.NO. 2,943,979, OTHER PATS. PEND, 
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When too many tasks 
seem to crowd 

the unyielding hours, 

a welcome 

“pause that refreshes” 
with ice-cold Coca-Cola 
often puts things 

into manageable order. 


REG US PAT OFF. 


Abbott 

American Tobacco Co 
American Medical Education 
Ames Company, Inc 
Appalachian Hall 
Arnar-Stone 


Richmond Eye Hospital—Richmond Ear, Nose and 
Throat Hospital 


Riverside Convalescent Home_- 
Astra Pharmaceutical Products, J Robins, 

Birchter Roerig 

Bristol __ 67 Saunders 
Burroughs Sanborn 
Davies, Rose & Company, Limited_ Schering 

Drug Specialties, Inc. Searle 
Dyer, David A., Insurance- Squibb 
Eli Lilly and Company-_-_-_- § St. Elizabeth’s Hospital_ 
St. Luke’s Hispital---- 
St. Paul-Western Insurance Companies 
Stuart Circle Hospital__-- 

Terrace Hill Nursing Home- 


Haskell, C. C. 


Jefferson, A. G 
Johnston-Willis Hospital 
Jones and Vaughan-_---- 
<...-.- 

Lorillard 

Maltbie 

Mayrand, Inc. .........-- 
Mead Johnson Laboratories 
Medicine in Virginia 
Parke, Davis & Company 
Peop'e’s Service Drug Stores 
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Tilden Company 

Tucker Hospital, 
United States Brewers Foundation 
Upjohn 

U. S. Vitamin Corp.- 

Wallace Laboratories 

Wesson Oil 
Westbrook Sanatorium 
White Cross Hospital_--- 
Williams Printing Co 
Winthrop Laboratories 
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measure 
protections 


little 
patient$ 


against relapse 
against “problem” 
pathogens 


ECLOMYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


pediatric drops 
syrup 


@ full antibiotic activity @ lower milligram intake per dose @ up to 6 days’ activity with 4 days’ dosage @ uni- 
formly high, sustained peak activity m syrup (cherry-flavored), 75 mg./5 cc. tsp., bottles of 2 and 16 
fl. oz. Dosage: 3 to 6 mg./Ib./day—in four divided doses. pediatric drops, 60 mg./cc., 3 mg./drop, 10 cc. 
bottles with calibrated dropper. Dosage: 1 to 2 drops/Ib./day—in four divided doses. 


PRECAUTIONS: As with many other antibiotics, DECLOMYCIN may occasionally give rise to glossitis, stomatitis, proctitis, nausea, diarrhea, vaginitis or 
dermatitis. A photodynamic reaction to sunlight has been observed in a few patients on DECLOMYCIN. Although reversible by discontinuing therapy, patients 


should avoid exposure to intense sunlight. If adverse reaction or idiosyncrasy occurs discontinue medication. Overgrowth of nonsusceptible organisms is a 
possibility with DECLOMYCIN, as with other antibiotics. The patient should be kept under observation. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York t Lederte ) 
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“the G-I tract 
is the 
barometer 
of the mind...” 


Belbarb 

soothes the agitated mind 
and calms the G-I spasm 
through the central effect 
of phenobarbital and the 


Fair 


Change 


Rain 


Stormy 


synergistic action of 
fixed proportions 

of natural belladonna 
alkaloids on the 


gastrointestinal tract. 


LBARB 


SEDATIVE ANTISPASMODIC 


20 years of clinical satisfaction 


Belbarb No. 1; Belbarb No. 2; Belbarb Elixir; Belbarb-B 


CHARLES C.@iRBINAEAE> & COM PANY, Richmond, Virginia 
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AN AMES CLINIQUICK® 


CLINICAL BRIEFS FOR MODERN PRACTICE 


HOW MAY A PATIENT 
BE REASSURED 
THAT REMOVAL 


OF HIS GALLBLADDER 

WILL NOT SERIOUSLY 

IMPAIR HIS DIGESTIVE 
ABILITY? 


He may be told that, among animals 
of similar dietary habits and digestive 
processes, some have a gallbladder 
and some do not. Among the 
herbivores, the cow and sheep have 
one, the deer and horse do not; 
among the omnivores, the mouse 
has one but the rat does not. 


Source: Farris, J. M., and Smith, G. K.: 
M. Clin. North America 43:1133 (July) 1959. 
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dss OF DUE [Irom relaxation 
sphincter of Oddi following cholecyst- 
; resulting clinical symptoms apparently 
. relieved by bile acid administration. 
4 Source: F pe H., chaffne 
2. Liver: Structure and Function, New 3 
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taste-tested 
experts 


Vi-SOL 


Chewable Vitamins 


TRI-VI-SOL® - POLY-VI-SOL® - DECA-VI-SOL¢é 


In recent taste tests by over 800 children, the flavor 
of Vi-Sol chewable vitamins was preferred con- 
clusively over other chewable vitamin tablets...as 
much as 2 to | in some cases. 


Vi-Sol chewable vitamins now have new, improved 
formulations...authoritatively based* but modified 
to fulfill the practical needs of today’s children. With 
these revisions, Vi-Sol chewable vitamins provide 
safe, rational, practical levels of C, D and A for the 
growing child— preschool to adolescent. 

*Recommended Daily Dietary Allowances established by the National Re- 
search Council, and endorsed by the Council on Foods and Nutrition of 


the American Medical Association, ‘Vitamin Preparations As Dietary Sup- 
plements and As Therapeutic Agents,” J.A.M.A, 169:41-45 (Jan. 3) 1959. 


Mead Johnson 
Laboratories 


Symbol of service in medicine 
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